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Learning theory and psychoanalysis 


By EUGENE WOLF* 


At a time when cybernetics has come to 
relate the behaviour of man to that of lifeless 
machines, we cannot possibly turn our backs 
on the model of something as close to man as is 
another mammal. The animal model is, how- 
ever, a potentially double-edged weapon. It 
can be a blessing to the extent to which we 
succeed in establishing all that man and animal 
have in common, but it can also prove to bea 
hindrance to the extent to which we fail to 
establish the relevant features in which the two 
differ at the same time. 


PERSISTENCE OF MALADAPTIVE BEHAVIOUR 


It is a characteristic feature of ontogenetic 
and even of phylogenetic learning that 
responses, or systems of responses, which are 
no longer adaptive and enhancing the needs of 
the organism, tend to be shed and discarded. 
In the absence of constancy of living condi- 
tions, the maintenance of life of individuals as 
well as species is dependent on their flexible 
adaptivity, which consists as much in their 
capacity to extinguish and abandon patterns of 
behaviour that are no longer appropriate to 
the changed conditions, as in their capacity to 
acquire and retain new appropriate ones. All 
this is in full keeping with the reward-punish- 
ment model of learning: adaptive behaviour 
being reinforced by its own rewarding outcome 
is retained, whereas unadaptive behaviour 
which cannot be reinforced by its own harmful 
outcome is cast off and extinguished. : 

In applying this ‘instrumental’ (‘ operant’) 
model of learning to human psychopathology, 
we come up against the disconcerting paradox 
that maladaptive patterns jn man, once ac- 


* Senior Lecturer: Academic Psychiatric Unit, 
Middlesex Hospital, London, W. 1. 


I 


quired, may be retained for years in spite of 
their repeatedly unrewarding and even in- 
capacitating outcome. Learning theorists have 
put forward a number of attempts to explain 
this contradiction. One way of accounting for 
the persistence of a pathological pattern, such 
asa phobia, is that it is essentially an avoidance 
response to a feared stimulus or situation. 
Even though it is not appropriate or no longer 
appropriate, by avoiding the stimulus the 
organism deprives itself also of further oppor- 
tunities to unlearn what may be, or may have 
already become, an inappropriate response 
(Eysenck, 1960). But if avoidance behaviour is 
designed to avoid suffering, how can this apply 
to mental patients? Is a psychogenic disorder 
designed to avoid suffering, or is it suffering 
itself? If the disorder really protects the patient 
from suffering, why call any kind of procedure 
that deprives him of such protection *thera- 
peutic’? 

In the avoidance hypothesis the persistence 
of the morbid pattern is ascribed to absence of 
re-exposure, i.e. absent opportunities not only 
for further reinforcements but also for extinc- 
tion through non-reinforcement. A more 
commonly put forward explanation is that 
maladaptive patterns persist because they are 
being constantly reinforced by their own re- 
warding outcomes. The reinforcing reward 
may be a negative one, such as repeatedly 
experienced relief from fear, but the re- 
warding outcome may also be a positively 
pleasurable one. But in either case is this not 
à contradiction in terms? Why call a pattern 
that is rewarding to the organism ‘mal- 
adaptive’? And why cure patients of patterns 
that are beneficial to them? 

All forms of mental and bodily sickness may 
be to some extent compensated for by the 
various allowances made by society for the 
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temporarily or permanently disabled. It is alsa 
an indisputable clinical fact that under certain 
circumstances a psychogenic illness may prove 
to be the lesser of two or more alternative evils 
available to the patient. But by being a lesser 
evil, illness as a whole never ceases to be an evil 
in its consequences for the patient. Whatever 
the secondary and partial gains accruing from 
illness may be, it would be scientifically un- 
tenable to argue that mental ill-health, with 
the concomitant suffering and limitations to 
effective living, can ever outweigh motivation- 
ally mental heaith in the totality of satisfactions. 
If this were the case, patients would never ask 
to be relieved of their illness and it would 
become altogether debatable how far patho- 
logical behaviour is at all maladaptive. 

From the point of view of learning and moti- 
vation, what else can the rationale underlyin 
“aversion therapy’ imply but that the illness to 
be erased by it is either pleasurable to the 
patient, or at least less unpleasurable than is a 
series of induced vomiting or some other dis- 
agreeable procedure? Treatment by punish- 
ment is, of course, no novelty in the history of 
our discipline. Though in former ages it was 
not meted out with methodological precision, 


Some may think that the demonological 
rationale was perhaps more logical. 


. 


INSTRUMENTAL AND CLASSICAL MODELS 
OF LEARNING 

Hull (1943) does not distinguish between 
‘classical’ and ‘instrumental’ conditioning as 
being two essentially different modes of 
learning. Though he utilizes classical Pav- 
Jovian concepts, his monistic single-factor 
theory is in fact built up on the Thorndikean 
reward-punishment model of behaviour. Un- 
like Hull, Skinner (1938) is theoretically more 
consistent, in that he admits at least. in 
principle the existence of classical as distinct 
from instrumental conditioning; and even 
gives it the separate term of respondent’ 
behaviour to distinguish it from the operant 
variety. However, Skinner presents vini 
factor view of learning rather by way of intro- 


duction, whereas in his actual work he ha 
concerned himself with the operant variety of 
learning. An outspoken two-factor theorist 
has been Mowrer (1953), but his contributions 
are not directly relevant to the present 
discussion. 

There can be no doubt that classical and 
instrumental conditioning have numerous 
features in common. In the case of rewarding 
outcomes that follow a particular response, it 
is extremely hard to say whether there is any 
essentially different principle involved. Whether 
the attainment of food following a particular 
response by an unimmobilized animal in a maze 
is the rewarding outcome of its own behaviour, 
or whether the attainment of such food fol- 
lowing the salivary response by an immobilized 
animal in a Pavlovian frame is the rewarding 
outcome of the experimenter’s behaviour, may; 
indeed, be no more thana difference in experi- 
mental technique, but not in the learning 
process itself. 

There is, however, a fundamental difference 
between the two varieties of learning when à 
particular response is followed not by reward, 
but by punishment. In the case of a mobile 
animal opportunities to repeat a particular 
punishment are restricted, for the simple 
reason that further approach responses are 
inhibited and replaced by a defensive avoid- 
ance response. In Hullian theory it is not the 
punishment that reinforces the avoidance 
Tesponse, but the rewarding relief from pain, 
or even from fear of Such pain. In the instru- 
mental model of learning only rewards can act 
as reinforcing Perpetuators of a response. 
Punishment itself Can never act as a reinforcer 
of behaviour: it cannot reinforce approach 
Tesponses, it can only inhibit them; but nor 


can punishment reinforce avoidance responses 
which are desi gned 


further repetition, In Hulli 


as a reinforcer because 


does have a re | 
ssical model of the 
perimental animal | 
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can effectively avoid a traumatic stimulus or 
situation only if it is free to move about in 
space, as is the case in the instrumental variety 
of learning. Liddell (1944), for instance, 
placed his experimental goat in a Pavlovian 
frame with loops under its limbs to prevent 
locomotion and with electrodes attached to 
one of its forelegs. Following the clicking of a 
telegraph sounder, Liddell continued to apply 
electric shocks to the foreleg until the goat was 
trained to produce the defensive flexion of the 
foreleg to the mere acoustic stimulus. In this 
case the punishing unconditioned stimulus itself 
was the repeatedly administrable reinforcer of 
the acquired response to the conditioned 
acoustic stimulus. This model of learning can, 
of course, only apply if the organism has no 
option of escaping from the traumatic 
situation. 

True, our human patients are not tied up in 
Pavlovian frames, but is this at all relevant? 
After all, they do not move about in mazes or 
Skinner boxes either. What is crucial, surely, is 
whether a patient can or cannot escape from 
his traumatic life situation. Is it so simple even 
for a physically or mentally flogged child to 
run away and keep away from its mother for 
good? Is it at all easy for a human adult to 
escape from a distressing marital or employ- 
ment situation, even if the distress imported 
into such a relationship of dependence is 
largely or entirely of his own making? For if 
his life situation is in fact inescapable, and 
the learning model that applies to his illness is 
the classical one, then it is not at all para- 
doxical that his illness should persist ‘despite’ 
the repeatedly punishing outcome of his mal- 
adaptive behaviour. In sucha case the repeated 
punishments themselves would constitute 
the reinforcing and perpetuating factors of 
his disorder. And conversely, if psychogenic 
disorders were governed by the principles of 
the operant model of learning, the maladap- 
tive patterns would, as a result of their own 
disabling consequences, be self-obliterating, 
and there would be in this world no need or 
place for either psychotherapists or behaviour 


therapists. 


METHODOLOGICAL ISSUES 


Psychodynamics cannot afford for long to 
ignore the gravity of the methodological 
challenge, but nor does it have to concede that 
the value of an investigation lies in its formal- 
istic perfections, and not in its contribution to 
the understanding and alleviation of mental 
ill-health. Zt is not at all unscientific if in their 
choice of data to be investigated clinical workers 
are not guided by the best available method, but 
if, instead, in their choice of the best available 
method they are guided by such understanding 
of the issues involved as has emerged from the 
pooled experience of generations of practitioners 
to be relevant to the disorders they are concerned 
with. 

There are grounds to believe that whatever 
the theoretical banner under which a thera- 
peutic procedure is carried out and whatever 
the rituals employed in the course of it, what 
really matters is not what the therapist sub- 
Jectively thinks he does to the patient, but 
what, directly or indirectly, consciously or 
unconsciously, he does to the patient in fact. 
Yet in recent years some behaviourists have 
confined their scientific misgivings to such 
therapeutic procedures as have been tradi- 
tionally referred to under the general term of 
psychotherapy (Eysenck, 1965). As far as their 
demand is concerned that the therapeutic 
process be stripped of all artistic status and be 
placed on a scientific footing instead, it is a 
welcome challenge to the conceptual looseness 
and complacency of some psychotherapists, 
and deserves unqualified support. 

Until such time as the hypothesis that the 
stimuli that are ever operative in the learning 
and unlearning of psychogenic disorders are 
social ones, is adequately confirmed by 
stringent methods of verification, there is 
admittedly room left for disagreements. But 
if, by way of contrast, the scientific weight 
claimed for behaviour therapy hypotheses is 
to be conceded, clear evidence is required to 
show that the social stimuli, considered by 
many as paramount determinants of human 
behaviour, were an adequately controlled 
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i in their own investigations and 
ees th The work of Crisp (1964) carried 
out in collaboration with V. Meyer is a 
pioneering attempt to bring under control the 
social variable which the impact of the be- 
haviour therapist on the patient constitutes. 
Until such time as this crucial control is 
satisfactorily established, behaviour therapy 
can claim to excel psychotherapy in hardly 
more than the appearance of a scientifically 
validated theory. 


'THE VALIDATION OF PSYCHOANALYTIC 
HYPOTHESES 


Although current psychodynamic theories 
are by now fairly saturated with clinically 
significant hypotheses, it has not been possible 
to test them in their original form by more 
rigorous quantitative methods because of 
their very conceptual framework. Freud was 
not, and could not have been, a behaviourist, 
and psychoanalytic theory is couched in the 
language of traditional subjective psychology. 
However, behaviourists have by no means 
discarded all contributions made by their pre- 
decessors or even by contemporary non- 
behavioursists. For what was characteristic of 
the transformation of traditional academic 
psychology into a behavioural Science, was not 
so much discovery of fi undamentally new facts, 
as the development of a fundamentally new 
approach to the same Psychological pheno- 
mena and processes. Although behaviourism 
grew almost concurrently with psychoanalysis, 
the two disciplines have developed for several 
decades in virtual isolation from each other. 
Especially since the last war, however, there 
has been amongst psychoanalytically orien- 
tated workers a growing awareness that the 
behavioural approach, with its experimental 
and methodological advantages, is destined to 
open new insights into psychopathology. 

Early attempts by Luria (1932) or Sears 
(1944) to verify experimentally psychoanalytic 
concepts in their original form, encountered 
serious methodological difficulties. However, 
the growth of behaviourist psychology has 


stimulated a number of leading clinicians and 
learning theorists to relate psychodynamics to 
maladaptive behaviour (Alexander, 1946; Mas- 
serman, 1946; Mowrer, 1953; Dollard & 
Miller, 1950; Cameron & Magaret, 1951; 
Leary, 1957; Rotter, 1954). Their attempts 
have proved successful to the extent to which 
psychodynamics was not merely ‘translated 
into the language of learning theory, but 
actually integrated with it. . 
It is a known fact that psychoanalysis 
operates with terms, and refers to psycho- 
logical phenomena, which are all too often 
unobservable and operationally undefinable. 
Moreover, its hypotheses are not sufficiently 
explicit to preclude ambiguity; nor can many 
of them be considered definitive and final, if 
for no other reason than that they are still 
controversial. It can be meaningful to formu- 
late in behavioural terms only those psycho- 
dynamic principles which are more or less 
generally accepted by most writers and 
workers of psychoanalytic derivation. 


A PSYCHODYNAMIC MODEL OF LEARNING 


The psychodynamic model of learning pre- 
sented in this discussion leans in its general 
outlines on Sullivan’s (1955) interpersonal 
theory of psychopathology, on Alexander's 
(1946) formulation of the transference i? 
terms of generalization and on his concept o 
the ‘corrective emotional experience’ to which 
the patient is exposed in the therapeutic 
relationship; and on Masserman’s (1946) 
concept of conflict behaviour. 

In the model put forward here it is assumed 
that underlying the mental and bodily sympto* 
matology of a psychogenic disorder is a break" 
down in adaptive interpersonal behaviour. ^" 
individual's characteristic patterns of be 
haviour to other people, as much as to objects: 
are learned principally during the formative 
years of childhood in the course of interactions 
With significant members of the nuclea" 
family. The interpersonal patterns thus ac 
quired are, with greater or lesser modifi- 
cations, transferred by way of social generali 
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ation into relationships with comparable, 
equivalent, or derivative human figures. 
Maladaptive patterns acquired in earlier 
traumatic relationships may continue mani- 
festly into adulthood in the form of personality 
anomalies, or may, in the course of subsequent 
corrective experiences, undergo repair. Such 
repair may be from a clinical point of view 
more or less complete or only superficial and 
tenuous. A precariously integrated system of 
interpersonal behaviour constitutes a latently 
predisposed personality structure that may 
break down and decompensate under precipi- 
tating stress in later life, and the individual 
may, as a result, revert (regress) to earlier 
patterns of immature behaviour. i 
The survival and persistence of typical 
interpersonal patterns and their carry-over 
into successive relationships of the same 
category (intimacy, authority, peers) is the 
recurrent theme of psychiatric case histories, 
and has been referred to by Freud under such 
terms as ‘repetition-compulsion’ or ‘neurosis 
of destiny’. Pathological patterns of inter- 
personal behaviour are maladaptive to the 
extent to which they come to be transferred 
rigidly into new relationships which are only 
similar but in which they are no longer appro- 
priate. The morbidly extended gradient of 
social generalization, whereby patterns of be- 
haviour are promptly and indiscriminately 
elicited in the patient by human figures only 
remotely resembling earlier ones, is a measure 
of the severity of the traumatic interpersonal 
experiences to which he was previously 
exposed and in the course of which the 
atterns were originally acquired. That the 
gradient of stimulus generalization is a 
function of the severity of the previous trauma 
has been experimentally demonstrated in both 
animal and man (Hilgard & Marquis, 1961), 
and its primary function is apparently defen- 
sive. The greater the risk to the organism, the 
more widespread are the precautions taken 
against the danger of repetition: as c the 
organism were ‘once bitten—twice shy” not 
only with identical stimuli, but also with 
similar stimuli. Pathological social generaliza- 


tion by a child or adult, affecting certain inter- 
personal relationships, may be thought of in 
psychological terms as a form of impelling 
‘prejudice’ against human figures of a certain 
category. Patterns of response acquired in 
relation to an excessively authoritarian father, 
for instance, are maladaptive when they are 
compulsively and indiscriminately elicited by 
other subsequent figures in authority, irres- 
pective of how closely the new figures resemble 
the father’s own personality in fact. Patterns 
of this sort, when displayed by the patient 
towards the therapist, Freud called ‘trans- 
ference’. 

From his first observations of transference 
phenomena in the early nineties of the last 
century, it took Freud (1946a) nearly twenty 
years to discover and describe the *. . .“ coun- 
ter-transference” which arises in the physician 
as a result of the patient’s influence...’, 
requiring him to recognize it in himself and to 
overcome it if the patient is to be changed at 
all. According to Freud (19465): ‘It must not 
be supposed, however, that the transference is 
created by analysis and does not occur apart 
from it. Transference is merely uncovered and 
isolated by analysis. It is a universal pheno- 
menon. . .and in fact dominates the whole of 
each person's relations to his human environ- 
ment’. This universality of the transference he 
was able to establish from his patients’ own 
accounts of their repetitive life stories. How- 
ever, the phenomenon of the counter-trans- 
ference he was only able to identify in himself, 
for the simple reason that the therapeutic 
situation was his only available opportunity to 
investigate both ends of a relationship of the 
patient. Had the rules of psychoanalytic 
technique not precluded Freud’s access to 
independent environmental data, it would not 
have taken him long to note that the counter- 
transference was no less ubiquitous than the 
transference itself. — Counter-transferences 
roused by the individualin thelay environment 
tend to be equally spontaneous and ununder- 
stood, and to have no modifying impact on the 
transferential patterns. Lay counter-trans- 
ferences are of no theoretical or practical 
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consequence as far as the lx ananas, je 
model itself is concerned, but uda p 
psychodynamic learning submitted in ES 
discussion it constitutes an wei qe 4 
link of interaction and interpersonal fee 
back. 


PERSISTENCE OF INTERPERSONAL PATTERNS 


With the exception of early life, no new 
human relationship is ever initiated at the 
moment of encounter right from scratch. Into 
newly opened relationships man always 
carries over experiences and modes of conduct 
acquired in previous similar relationships, and 
this represents his own share in the common 
undertaking. We could never benefit from 
previous life experiences if we did not ubi- 
quitously indulge in a normal degree of inter- 
personal generalization. Even when a patient 

comes to see us for the first time his initial 
behaviour is less determined by our own 
conduct than by that of our colleagues whom 
he had seen before us. If they happened to be 
unduly impatient with him, we should not be 
Surprised to find him distrustful and uncon- 
fiding with us too. Since the examination of an 
uncommunicative patient, especially when the 
available time is limited, may be a severe test 
of endurance even for a trained psychiatrist, 
we should not be surprised if our Over-sensitive 
patient does not fail to note our inner sighs of 
despair also. This will naturally only confirm 
his preconceived assumption that we and our 
colleagues are much the same kind of people. 
Having thus failed our patient’s test means, 
unfortunately, that we too have, in our turn, 
succeeded in perpetuating his uncommuni- 
cativeness. What is more, our own responses 
have, at the same time, predetermined the 
despair of the psychiatrist who is destined to 
examine him after us. If we may find a patient 
io be rather exasperating in one single inter- 
view, how much non-reinforcing tolerance can 
be expected from lay associates who work or 
even live with him day in and day out? 

If an hysterical, psychopathic, or paranoid 

patient is today still like he was yesterday, this 


is due to the fact that once again he has 
succeeded in compelling his environment to 
“repay him in kind’. If the environment is 
mentally ‘normal’ in that it responds appro- 
priately, once again it will drive him hysterical, 
psychopathic, or paranoid, as the case may be. 
It is extremely difficult even to refrain from the 
patronizing responses which the emotionally 
immature and dependent patient is consistently 
drawing from his environment. The element of 
reinforcing condescension usually implicit in 
such protective responses will, of course, only 
continue to bar him from rising to maturity 
and independence. 

Relatives and associates will readily provide 
us with vivid accounts of how very difficult and 
trying it is to respond to a patient differently 
from what is appropriate to his own conduct. 
And this is precisely what we are supposed to 
do in psychotherapy: unlike the natural 
environment of the patient we are to behave 
and respond inappropriately and, therefore, 
‘abnormally’. Ours is the arduous task of 
behaving and responding to the patient not 
according to what he actually is, but what he is 


not, that is to say, according to what we would 
like him to be. Fo 


n the very particular 
way in which they actually do, 


Learning theory and psychoanalysis 7 


consistently. Yet this, fortunately, is only a 
general tendency, not a rigid law. We are all 
familiar with the abrupt and sometimes 
dramatic changes that may take place in the 
attitude of the environment to a person who 
has suffered a breakdown. The homeostatic 
effect of the various allowances made by the 
human environment following his admission 
to hospital, or even mere acceptance into out- 
patient medical care, is fairly well known. Even 
the law, and society in general, take a different 
view of crimes committed by the mentally ill 
offender, and waive the usual rule of making 
the punishing response fit the crime. 
Investigations of both ends of a patient's 
extra-therapeutic relationships show that, 
once afflicted by maladaptive patterns, the 
patient becomes himself an indirect source and 
a carrier of repeated self-injury mediated by 
the retaliatory properties of the equally sensi- 
tive human environment. He tends to contami- 
nate each new and as yet unbiased relationship 
with a carry-over of morbid patterns acquired 
in comparable former relationships. By com- 
pulsively recreating his earlier interpersonal 
relationships and situations, Ae also tends to 
reproduce the traumatizing features of his 
revious environments only to keep him con- 
firmed in his illness. It may even be illusory to 
imagine that when we fail to cure a patient, we 
merely fail to do him any good by way of 
omission. Are we really justified in assuming 
that there is no appreciable difference between 
a psychogenic illness which remains unchanged 
in the absence of any treatment, and an illness 
which remains unchanged following unsuccess- 
ful therapeutic intervention? Could it not be 
argued that in his relationship to us we have 
inevitably confirmed the patient's problems, 
making our next colleague's task one grade 
more difficult? 


THE PSYCHOTHERAPEUTIC PROCESS 


To say that interpersonal dynamics are at 
play in the persistence of maladaptive 
behaviour does not imply that the dis- 
order could spontaneously fade away follow- 


inga period of social seclusion and protection 
from reinforcing environmental traumata. 
Extinction ofa response to a certain stimulus is 
not the same as forgetting the stimulus al- 
together. On the contrary, extinction implies 
the obliteration of the response in any further 
encounter with the same stimulus. If an 
impotent patient keeps away from women, 
true, his difficulties may not be clearly mani- 
fest. But treatment means to abolish this 
inhibitory response whenever he is re-exposed 
to the same, or the same kind of, erotic 
relationship. The concepts of reinforcement 
and non-reinforcement are meaningless unless 
they coincide with re-exposure to the con- 
ditioned stimulus or situation. An experi- 
mentally established salivary response cannot 
be extinguished by failing to sound the bell 
altogether, but by repeatedly sounding the bell 
and yet failing to reinforce the exhibited 
response. 

Non-reinforcement in psychogenic dis- 
orders, too, can prove therapeutic only if it is 
coupled with re-exposure to certain inter- 
personal situations. However, re-exposure to 
the original traumatic relationship is no more 
essential for abolishing the patterns than it is 
for perpetuating them. A comparable inter- 
personal situation with analogous significance, 
such as the therapeutic relationship, may prove 
sufficiently effective and corrective for this 
purpose. It goes without saying that the almost 
instantaneous re-exposure of the experimental 
animal to physical stimuli can bear no com- 
parison in complexity with the laborious 
psychological re-exposure of the patient in the 
therapeutic situation. 

The patient’s interpersonal generalizations 
are bound to envelop also the therapist, and 
from him, too, the patient will tend to draw 
and extract counter-transferential responses. 
As Freud says, it is only to the extent to which 
the therapist will prove capable of differentiat- 
ing himself in the patient’s own experience 
from previous human figures, that the in- 
appropriate and disabling patterns can be 
surrendered and no longer exhibited in further 
interpersonal encounters. 


FIRST-HAND AND SECOND-HAND LEARNING 


We can benefit from experimental psycho- 
logy only if the relevant dissimilarities as well 
as the similarities between animal and human 
learning are borne in mind. There is no valid 
reason why the behaviour of a person in 
response to the verbal and non-verbal stimuli 
emitted by another person could not be fitted 
into a behavioural stimulus-response scheme, 
with the interposed central processes consti- 
tuting a Tolmanian intervening variable. The 
obvious advantage of such a behavioural 
scheme lies in the fact that, quite independently 

of intrapsychic processes, the testing of 
psychodynamic hypotheses can be confined to 
observable data. In principle, interpersonal 
behaviour in dyadic relationships is not only 
observable, but also measurable (Wolf et al. 
1964). It is perfectly feasible that with the aid 
of adequate methods it should be possible to 
investigate, in both lon gitudinal and transverse 
studies, not only the relationship of psycho- 
genic Symptoms to maladaptive interpersonal 
behaviour, but also Such processes as the 
development and vicissitudes of interpersonal 
patterns or the universality of transference 
phenomena (Wolf, 1966). 
It would be fallac 


ious to expect that the 
methodological a 


objects and tests, is 
investigating his 
other people. Unlike the Prompt responses that 
may be elicited in animals and infants to 
pleasant and unpleasant stimuli, an inter. 
personal response may take days, months, or 
even years to materialize, as may be the case in 
acts of retaliation. However, the Prolonged 
latencies with which man often Tesponds, 
especially to people he significantly depends 
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upon, are not the only reason why inter- 
personal behaviour is unsuited for observation 
within the confines of limited time and space. 
Another reason is that one could not possibly 
accept, say, the behaviour of a parent to his 
child as observed in the setting of a clinic to be 
a representative sample of his overall behaviour 
to the child at home. 

The sole function of learning is to benefit 
from previous relevant experience, and this 
much is undoubtedly common to both man 
and animal. That is why man, when not 
impulsive and whether investigators like it or 
not, is a thinking creature who before finally 
deciding how to respond to a significant 
person's act, often prefers to take his time and 
weigh such an act in the light of his previous 
interpersonal experiences. But this is not the 
most fundamental difference between human 
and infrahuman learning. For, unlike the 
animal which is only capable of profiting from 
its own experiences Which it has itself been 
exposed to, man, by virtue of his capacities to 
communicate verbally, can, in addition, also 
profit from the personal experiences of other 
People, such as parents or friends. He may de- 
cide to consult the latter before finally res- 
ponding to the other person whom he, say, 
contemplates divorcing. But this is by no 
means all, for he may, as an alternative or 
additional intermediary response consult a 
book on this particular subject or perhaps a 


psychiatrist, with the aim of profiting from the 
combined and pooled experi 
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In his latest formulation of the therapeutic 
process Freud lay all the emphasis on the 
‘emotional’ experience attained with the aid 
of concrete interpretations, as against the 
inefficacy of abstract ‘intellectual’ insight 
imparted to the patient. 

Only what a child or adult has learned from 
second-hand sources is susceptible to cor- 
rection or even denial by second-hand as well 
as first-hand revelations. However, knowledge 
or lessons drawn from other people's ex- 
periences have no corrective capacity if they 
run counter to the patient's own first-hand 
experiences. A psychogenic disorder that has 
grown out of his own interpersonal experiences 
can be unlearned only by exposing him to new 
disconfirming first-hand experiences. By sheer 
force of logical argument we could not possibly 
convince an antisocial psychopath, who was 
not only a subject of parental hostility but also 
of repeated imprisonments and social ostra- 
cism, that society or some people are really 
well disposed to him and want to help him. 
For what he knows from first-hand experience 
to have been true for certain, in the course of 
his therapeutic re-education he requires to see 
for himself not that it was not true, but that it 
is no longer true. He should be offered ex- 
periential opportunities to discover for himself 
that in the therapeutic situation his behaviour 
is anachronistic and no longer appropriate. 
This is in essence the analysis of the trans- 
ference. 

Maladaptive interpersonal patterns can be 
unlearned only in face-to-face situations which 
the patient has a compulsive need to subject to 
empirical testing to see if they are any different 
from previous traumatic ones. Such testing is 
only feasible if there are opportunities to evoke 
invalidating social feedback (Wolf, 1957, 
1960). Information conveyed by some im- 
personal route such as a book or a public 
lecture, through which in the last analysis 


innumerable anonymous sufferers and ex- 
sufferers are addressing their pooled and 
abstracted experiences to the patient, may be 
highly instructive but not curative. Recogni- 
tion of this fact is nowadays implicit in every 
variety of psychotherapeutic procedure in 
which face-to-face social encounters with 
therapist, staff members, and fellow patients 
are considered indispensable. 


CONCLUSION 


We should neither allow ourselves to be 
carried away by the animal model too 
literally, nor to be driven by the complexities 
of social behaviour to the other extreme. 
What we require is not a behavioural animal 
model to copy, but a behavioural approach to 
apply in psychiatric thinking and practice. Ina 
fruitful co-operative spirit the clinician stands 
as much to gain from the learning theories 
based on the animal model as does the 
learning theorist stand to gain from the 
empirically established principles of learning 
and unlearning pathological behaviour which 
only pertain to man but have no direct counter- 
part in the animal. 

The learning theory model and the psycho- 
analytic model are by no means incompatible 
alternatives. On the contrary, they bear out 
each other’s most important contributions, 
and interdisciplinary integration of the two 
models is likely to open up sharper insights 
into the genesis and treatment of psycho- 
genic disorders. I submit that their integra- 
tion is sooner or later inevitable, however 
passionately some or many of us may choose 
to resist it. Psychoanalysis cannot remain for 
much longer outside the behavioural sciences, 
nor can the science of human behaviour for 
much longer ignore the body of knowledge 
amassed by the psychoanalytic schools of 
thought. 
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Common ground between behaviour therapy and 
psychodynamic methods 


Bv I. M. MARKS* AND M. G. GELDER* 


INTRODUCTION 


‘There are numerous parallels between the 
approach to the problem of personality taken 
by the learning theorist and that of the 
psychoanalyst’ (Kimble, 1961). 


‘Behaviour therapy is derived from the re- 
jection of traditional psychodynamic theories 
and consists of the application of the principles 
of modern learning theory to the treatment of 
behaviour disorders’ (Grossberg, 1964). 


These apparently contradictory quotations 
exemplify the diverse opinions which are held 
about psychodynamic and behaviour therapies. 
We shall argue that such differences can be 
reconciled: common ground does exist, but at 
other points behaviour therapy parts com- 
pany from psychodynamic therapy. If the 
points of similarity and difference are exa- 
mined carefully it becomes clear that each 
method and theory can contribute to the 
practice of psychiatry. 

Psychological theory should be a pliant 
servant, not a rigid master. It might be argued 
that one cannot choose a theory where it fits 
most economically, and discard it where it does 
not. This is only true where the theoretical 
system is a set of tightly dependent constructs, 
as in some mathematical models. Even in 
physics the dispute about the wave and 

article theories of light was only resolved 
when both theories were partially vindicated 
by experiments which showed that under some 
conditions light can more usefully be treated 
as a wave form, but under other conditions it 
is more useful to regard it as particulate; 
neither theory alone explained all the relevant 


* Institute of Psychiatry, The Maudsley 
Hospital, London, S.E. 5. 


phenomena. Psychological and particularly 
psychoanalytictheoriesareloosely constructed, 
and can only be tested adequately part by part, 
as Farrell (1951) and Kardiner, Karush & 
Ovesey (1959) have shown. There is movement 
now towards reconciling behavioural and 
psychodynamic theories and methods, though 
extremists on either side still oppose this. 

Throughout this paper we shall mainly 
emphasize points of similarity between the two 
methods. There are, however, certain import- 
ant differences in the aims ofthe therapists who 
now use each treatment and these must be 
recognized at the beginning. Behaviour 
therapists pursue more limited therapeutic 
aims, being mainly concerned with sympto- 
matic relief, while psychotherapists often 
attempt a more fundamental reorganization of 
personality, and concern themselves with the 
patient's problems in a wide sense. However, 
we shall argue that behaviour therapy can be 
used in the context of a wider concern with 
patients’ difficulties although this is not 
always done at present. 

When extravagant claims are made for a 
new method, there is a danger that the good it 
contains may be lost when its extravagances 
areuncovered. Mesmerism was a case in point: 
in 1779 an eminent commission demonstrated 
the lack of factual basis for Mesmer's theory 
of animal magnetism; in 1840 another com- 
mission pronounced unfavourably on it, but 
both missed the importance of the hypnotic 
state as a phenomenon worthy of study. The 
same caution applies to the assessment of 
psychological treatments today. 

The two methods will now be compared, 
taking in turn historical antecedents, theory, 
practical procedures and claims to success. It 
will not be possible to cover the whole field; 
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instead the main points of common and dis- 
puted ground will be selected, drawing on 
clinical experience of the two therapies in 
several neurotic syndromes. 


HISTORICAL ANTECEDENTS 
Ideas often have mixed pedigrees. It is often 
difficult to decide whether particular be- 
havioural or psychotherapeutic methods are 
direct applications of learning or psycho- 
dynamic theory respectively, or whether they 
originate elsewhere. 


Behaviour therapy 


This single term covers a wide variety of 
techniques for which a basis in learning theory 
is claimed and which attempt to remove 
symptoms directly or Shape new items of 
behaviour by operant conditioning. However, 
the idea of symptomatic treatment of tics, 
hysterical paralyses and other disorders by 
exercises was much discussed by French 
century under the 
name of re-education (Meige & Feindel,1907; 
Janet, 1925) and even earlier attempts to treat 
writer’s cramp in such Ways were noted by 
these writers was 


Jersild & Holmes, 1935). Freud (1919) himself 
advocated that phobias should be faced 
directly as an adjuvant to analytic therapy, 
though he did not call this re-education, 
Pavlov’s inquiries into the simplest form of 
learning—conditioning—caused an enthusi- 
astic extrapolation of his ideas to distantly 
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related phenomena, thus drawing the stricture 
of McDougall (1923) that ‘the young student 
of psychology swears by “conditioned re- 
flexes”, and is apt to regard the term as the 
key to most of the riddles of the universe, or 
at least as the master key of human fate’. 
Both Herzberg (1941) and Leonhard (1963) 
advocated the use of graduated tasks in treat- 
ment without recourse to learning theory. 
Today’s writings on behaviour therapy com- 


monly claim a basis in the work of Pavlov 
and Watson. 


Psychodynamic methods 


Psychodynamic methods set out to help 
patients develop new ways of coping with 
problems of living in a wide sense. They try 
to do this by exploring feelings and inter- 
personal relationships; in so doing they hope 
to modify presenting symptoms indirectly, but 


this is often not the primary goal of treatment. 
These methods are wid 


be discussed in detail 


mounted first in hypnotism 


and then in psychological 
healing, as evidenced by the work of Liebault, 
Bernheim and Dubois, 


Perhaps a desire to repeat the successes of the 


Behaviour therapy and psychodynamic methods 


physical sciences in psychology, which had 
then but recently become scientific. 


Mutual influences 


As they developed concurrently, both 
approaches naturally influenced one another, 
e.g. experimental neuroses were produced in 
animals and these served as models for certain 
psychopathological phenomena (Massermann, 
1943; Liddell, 1958; Gantt, 1944). Many 
writers tried to synthesize the languages of 
conditioning and psychodynamics. One of the 
earliest attempts at translating psychoanalytic 
ideasinto learning theory was made by Watson 
(1916): ‘The central truth that I think Freud 
has given us is that youthful, outgrown and 
partly discarded habit and instinctive systems 
of reaction can and possibly always do 
influence the functioning of our adult systems 
of reactions, and influence to a certain extent 
even the possibility of our forming the new 
habit systems which we must reasonably be 
expected to form.' Other early attempts at 
synthesis were made by Schilder (1929), 
French (1933) and Kubie (1934), whilst later 
extensive links were forged by Dollard & 
Miller (1950), Mowrer (1950) Shoben 
(1949) and Hilgard & Marquis (1940), all of 
whom found many phenomena from clinic and 
laboratory which could be usefully equated. 
These workers smoothed the path to a fruitful 
common language. An apparent rivalry only 
developed in the 1950's when certain writers 
(Eysenck, 1960, 1964; Wolpe, 1958) pro- 
pounded therapeutic techniques apparently 
derived from learning theory and allegedly 
suitable for all forms of neurosis. The notion 
that ‘neuroses are nothing but learned faulty 
habits’, was put forward with the same vigour 
with which an earlier generation had asserted 
that neuroses were nothing but the result of 
repressed conflicts. Simultaneously, these 
later writers derided psychodynamic treat- 
ments ina manner reminiscent of Dubois when 
he repudiated Bernheim’s method of sugges- 
tion as being entirely unrelated to his own 
‘moral’ treatment, or a little later, of Freud’s 
rejection of Jung and Adler. More recently, 
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however, an increasing volume of opinion 
(e.g. Kimble, 1961; Piers, & Piers 1964; Abell & 
Cowan, 1964; Wolf, 1964), again stresses that 
advocates of both methods often say and do 
the same thing in a different language, and 
have given detailed examples. 

In the following section we shall examine 
the theory and practice of each approach 
separately, and try to define where the two 
outlooks seem to stand on common ground, 
and where there are genuine differences. 


THEORETICAL CONSIDERATIONS 
Introduction 


Needless to say, there is no one body of 
learning or psychodynamic theory; each 
consists of many streams of thought which 
mingle and diverge; nevertheless, brevity 
requires us to write of each as a unity. 

The literature on behaviour therapy usually 
stresses the differences between learning and 
psychodynamic theories. We shall argue that 
these have been exaggerated, but that one 
difference is clear: learning theories start with 
simple phenomena and try to build an expla- 
nation of complex behaviour from them; 
psychodynamic theory starts with complex 
behaviour and tries to analyse it into simpler 
components. [t is not surprising, given the 
present incomplete development of both 
learning and psychodynamic theory, that 
learning theories are not always successful in 
explaining clinical phenomena because these 
are far removed from the observations on 
which they were originally based, whilst 
psychodynamic theory, which started from 
clinical observations, is often more useful. 
Of course, there is always a gap between 
events inside and outside the laboratory, but 
experimental models are most useful when this 
gap is small. 


Simple and complex learning 
How far can complicated neurotic syn- 
dromes be explained as the sum total of many 
conditioned responses, and how far must 
entirely new principles of learning be invoked? 
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‘ lay only an un- 
Or does cer oed «boo m 4 
important p M doubt the value of laboratory 
Few E ng. What can be questioned is 
studies sccm f species other than those 
their "m investigated, to learning in a free 
evene ni rather than in the laboratory, and 
yj mr complicated as well as simple 
to. learn " inem doubts are not restricted to 
lamen Kanfer, a clinical psychologist, 
pe oem *I doubt if much of our rat 
wrote 1 is applicable even to the field 
purius p less to the adult human... the 
pedea] findings simply do not fit the com- 
plexity of the uncontrolled everyday environ- 
ment.’ Hilgard & Marquis (1940) discuss the 
same point and conclude that for the time 
being all that is possible is to attempt the 
explanation of complex phenomena in simpler 
terms, knowing that the resulting explanations 
will be incomplete and imperfect, 
This is an important Teservation for the 
psychiatrist who must understand patients? 
behaviour now, and cannot wait for experi- 
mentally validated findings to appear, however 
much he may prefer these in principle. Current 
learning theories are incomplete and it is 
often necessary to draw on 


diverse theories to 
explain clinical phenomena 


explain complex behaviour, Hull’s theory was 
the basis of an ambitious attempt by Dollard & 
Miller (1950), but there were wide gaps of 
knowledge to fill between experimental learn- 
ing and social behaviour. As Metzner (1961) 
points out, use of the terms stimulus and 
response can lend a spurious precision to the 
description of clinical phenomena because itis 
seldom possible to define the Stimulus and the 
response in unambiguous terms. To explain 
complex behaviour a more general theory is 
required which considers how Series of stimuli 
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and responses are organized. Skinner's ambi- 
tious attempt to explain human language was 
sharply criticized by Chomskey (1959) because 
in trying to solve this problem, unsubstanti- 
ated assumptions passed for valid generaliza- 
tion from laboratory experiment. A related 
difficulty is to explain events between stimulus 
and response in complex behaviour. Pavlov 
adopted the idea of the ‘second signalling 
system’, Osgood developed the concept of 
mediating responses, while Skinner simply 
ignored this problem in his theorizing. 

As will be seen, some psychologists have 
recognized the difficulty of explaining compli- 
cated behaviour in terms of simple laws of 
learning and have turned, as psychodynamic 
investigators did, to a direct analysis of 
complicated behaviour, Starting in this case 
not with neuroses but with the social behaviour 
of children. Bandura’s (1946) work on model- 
ling and on the learning of aggression in 
children exemplifies this. It is intrinsically 
probable that this kind of approach will yield 
results more relevant to clinical problems than 
the results of laboratory experiments with rats. 


Explanations of neurotic behaviour and 
Psychotherapy 

Attempts to use cond 

Psychiatry go bac 


ment both ex 


(Ce 


Behaviour therapy and psychodynamic methods 


provide the greatest common ground between 
learning theorists and psychodynamicists, 
especially in the description of psycho- 
therapeutic transactions. Recent authors go 
beyond the mere analogizing of the earlier 
*translators? in that they can describe and 
predict certain clinical events with more 
economy and detail. Watson himself recog- 
nized that primitive psychological concepts 
hindered the development of psychodynamics, 
and laid responsibility for this at the door of 
the developing psychology of the time. Since 
then, psychologists have successfully pro- 
duced better concepts to fit psychotherapeutic 
data, to the extent that Franz Alexander 
(1963) wrote that “we are witnessing the 
beginning of the most promising integration 
of psychoanalytic theory with learning theory, 
which may lead to unpredictable advances In 
the theory and practice of the psycho- 
therapies." 

A few examples can be given. Kimble (1961) 
noted that psychoanalyticand learning theories 
are similar in several ways: both are historical 
in orientation, and assume that present be- 
haviour is the result of past experience; 
primary process thinking can be construed as 
classical conditioning, and secondary process 
thinking as instrumental conditioning; finally, 
theoretical concepts such as unconscious 
motivation, transference, primary and second- 
ary gain, working through past conflicts, 
could be translated respectively into the 
language of drives (innate and acquired), 
stimulus generalization, reward by anxiety 
reduction, relearning during therapy. Kanfer 
(1961) viewed change in psychotherapy as a 
two-stage learning process in which initial 
change in perceptions is followed by the 
development of new habits in the proving 
ground of psychotherapy interviews. He 
construed that ‘pushing back the boundaries 
of the unconscious’ described that process in 
which the range of private experience which 
became accessible to analysis was ex- 
tended as important overt responses were 
reported to the therapist and reinforced 


directly. 
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The two languages in practice 


Applying such ideas in practice, Abell & 
Cowan (1964) describe, as an example of 
instrumental conditioning, the treatment of a 
woman with social anxiety who felt that 
people did not like her. When the patient 
spoke of this the therapist related it to her 
rejecting behaviour which was an anticipation 
of being rejected herself. As the patient 
became aware of her own responses first as 
thoughts (covert behaviour) and then in 
action, verbal labelling helped her to learn to 
change her maladaptive responses. The patient 
learned that some responses were inaccurate 
generalizations from past situations, and could 
modify them more appropriately to suit 
present contingencies, a process which can also 
be called insight. As she made friendly over- 
tures outside therapy and was warmly 
received, these became reinforced. Abell & 
Cowan reported that it was possible to predict 
such changes in a series of patients and to 
demonstrate them in life situations. 

This type of language derived from learning 
theory is useful to describe certain events in 
psychotherapy. It could in part be paraphrased 
into psychoanalytic language by talking of the 
patient reliving traumatic past experiences 
during therapy, projecting the derivatives of 
now unconscious conflicts on to the therapist 
who then points out this distortion (trans- 
ference or parataxis) and enables the patient 
to develop new modes of conduct freed from 
these restricting distortions. Either language 
can be applied to some extent, and there need 
be no quarrel between them, though they are 
not completely equivalent. Jones (1964) has 
shown this, comparing the dynamic concept of 
repression and the behavioural concept of 
avoidance learning: in Freudian theory there 
is an active force which energetically thrusts 
the idea out of the field of consciousness into 
which it constantly struggles to return; in 
behavioural theory repression is merely avoid- 
ance of danger signals. Such differences cannot 
be swept aside; awareness of them can lead in 
time to testing against clinical data, selection 
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of more accurate and economical concepts, 
nd eventually to greater synthesis. This has 
ae done in limited fashion, for example, 
with the role of aggression in formation of 
obsessive symptoms (Marks, 1965). 


Sources of disagreement 


There are several sources of disagreement. 
First, each body of theory explains some 
events, but not others. Learning theory 
accounts for the course of some simple 
phobias more economically than psycho- 
dynamic formulations, but it cannot yet use- 
fully explain, say, depressive Symptoms. 
Psychodynamic theory in turn accounts 
better, for example, for morbid grief reactions, 
Selected clinical findings can thus be used to 
support either theory, A 
of development both theori 


times, 
Secondly, 
tests to deci 


Thirdly, 
tests are ha 


Theoretical problems in 
relation to phobias 


As we have pointed out, psychodynamic 
theories arose to explain complex disorders in 
humans, learning theories focused on simple 
learning and often derived from animal 
experiments, This fact makes the results of 
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our own studies of the treatment of phobias 
more understandable. 

Our results (Marks & Gelder, 1965; 
Cooper, Gelder & Marks, 1965) show that 
behaviour therapy produces good short-term 
results in the simplest phobias (e.g. fears of 
cats, birds or feathers). Although the group of 
patients as a whole relapsed partially during 
follow-up, Some individuals remained well 
even though no conflicts had been dealt with 
and no transference interpretations had been 
made. The findings were compatible with the 
view that these phobias were faulty habits. 
However, patients with Severe agoraphobia 
who had many other complicated problems 
and who were treated as inpatients were not 
helped more by behaviour therapy than by 
control treatments (Gelder & Marks, 1966). 


Treating these patients’ phobias as simple ` 


learned habits was not parti 


cularly successful. 
On the other hand, when o 


utpatients with less 


ny more frequently than 
B learning theory was 
ion was less compli- 
bles so far found to 


Severe agoraphobia less well, 

and writer’s cramp least 
» the number of symptoms 
toms a phobic patient 
Je outcome with behaviour 
estricted group of patients, 


nore underlying emotional 
Successful, 


learning theories, 


woman developed her 
first symptons when sh 


€ rode on a bus to visit 
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her rejected son dying in hospital. During 
treatment a temporary remission of the 
phobias started after she had expressed her 
guilt about his death. However. she then 
relapsed and subsequently continued to venti- 
late her guilt without effect on the phobias, the 
guilt subsiding only when the anniversary of 
her son's death had passed. Clearly, the 
expression of emotion influenced the course 
of the patient's phobias, whether or not 
emotional conflict caused them in the first 
place. 

Another case lends itself both to a learning 
theory and a psychodynamic explanation. A 
Woman receiving behaviour therapy for 
agoraphobia improved slightly at first, and 
Was also less frigid. Her husband then resumed 
Sexual relations, but when he fondled her 
breasts she felt sudden violent anxiety, with a 
fantasy of her father standing over her fondling 
her breasts when she was young. Con- 
Currently, her agoraphobia became much 
Worse. Psychotherapists might argue that 
Sexual conflicts lay behind the phobias: 
learning theorists could argue that any factor 
raising general anxiety would make the 
Phobias worse, but does so regardless of the 
Original cause of the phobia. i 

So far, only learning and psychodynamic 
Points of view have been considered, but there 
may be other factors influencing the course of 
Phobias. For example, Roth (1959) has sug 
gested that disturbances in temporal lobe 
function occur in some phobic anxiety states 
1n which depersonalization is prominent. 


The varying significance of symp forms 
io ESychoanalytic theories assume that symp- 
y ms are rooted in the development of the 
otal personality, and therefore regard sympto- 
matic treatment which does not deal with 
E Rid underlying ‘conflict’ or ‘neurosis 
un pe and likely to result in symptom 
üss Stitution. By contrast, learning Len 
ume that symptoms are maladjustive habits 
hich simply require unlearning or relearning. 
à © consequences of this view are that 
Ymptomatic treatment should suffice. and 
€ 


that complex personality problems will be 
largely irrelevant to treatment ofthe presenting 
symptoms. 

The assumptions of both viewpoints require 
examination. The term‘ symptom’ coversmany 
phenomena and different symptoms can have 
different origins. In a patient complaining of 
dyspnoea due to a pneumothorax we do not 
ascribe this symptom to personality problems; 
in a patient whose repeated depressions follow 
a trail of broken marriages we are bound to see 
the symptom as part of a personality dis- 
turbance. Somewhere between these two 
extremes lies an area where the significance of 
symptoms is unclear. It is in this area that 
disputes arise. If we assume that al? symptoms 
seen by a psychiatrist must have a basis in 
disturbance of the total personality we can get 
into serious difficulties—an acute confusional 
state due to profound hypoglycaemia is an 
obvious example where the psychiatrist needs 
to be aware that symptoms can be largely 
irrelevant to personality difficulties. Serious 
difficulties also arise if a child’s aggressive 
behaviour due to parental rejection is errone- 
ously misread as pointing to temporal lobe 
epilepsy- Incorrect treatment can result if 
either viewpoint is carried too far. 

Equally the same symptom can have varying 
significance both in general medicine and in 
psychiatry. Sunburn can be due to excessive 
exposure—an isolated symptom, or due to 
drug sensitivity—a more widespread condi- 
tion, or due to one kind of porphyria—an 
underlying disorder we can usefully call a 
disease. Anxiety may result simply from an 
impending crucial examination, or be a sign 
of a phaeochromocytoma, or result from 
underlying conflicts in a personality disorder. 
Any symptom the patient presents to the 
psychiatrist can variably result from simple or 
complex causes, and this spectrum of causa- 
tion must be in the therapist’s mind. Looking 
exclusively at one or other narrow band of 
this broad spectrum inevitably leads to mis- 
leading emphasis in certain cases. 

Just as all medical symptoms are not the 
result of underlying disease, so also phobias, 
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iatri toms have varying 
and other pr eic d by, for 
poca ee h's (1964) division of phobias 
example, pace which are conditioned or 
"€ rad E fears of mice or frogs learned 
= a parent had a similar fear; (b) hysteri- 
T hoc» which are unconsciously moti- 
D e.g. fears of going out alone; and 
© obsessional phobias. ^ - 
Learning theory accounts fairly we for 
simple phobias, and for these behaviour 
therapy is useful. However, learning theory 
accounts much less adequately for the pheno- 
mena of severe agoraphobia, and behaviour 
therapy is of limited value. Learning theory, 
using ideas of stimulus generalization, some- 
times explains how fears Spread and recede, 
but does not clearly explain the onset of 
agoraphobia, nor the presence of other 
symptoms such as general anxiety, 
depersonalization, obsessions o 
Similarly, psychodynamic 
explain all the phenomena 
patients, and leaves unanswe; 
same problems left by learning theory. Thus 
certain features can be explained by either 
theory, others better by one than by the other, 


and yet others remain unexplained by 
either. 


depression, 
r frigidity. 
theory cannot 
met in phobic 
red some of the 


results. We analys 
therapy in agoraph 
(Marks & Gelder, 
ledge of learning 
psychologists app 
therapeutic result 
other therapists. This brin 
question (1960): 
therapist more “successful” 
This...has not been answe 


ted to anyone’s 
satisfaction.’ Thus knowledge of theory is not 


necessarily a major determinant of success in 
psychological treatments. This is not sur- 
prising when we know that theories are not 
yet adequate to describe events either in the 
disorders or in their treatment, 
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COMMON GROUND IN PRACTICE 


Alexander (1963) commented of psycho- 
therapy that ‘it is generally suspected that 
authors' accounts about their theoretical views 
do not precisely reflect what they are actually 
doing when treating patients". Our practical 
experience of behaviour therapy has con- 
vinced us that in this treatment also, practice 
does not always follow directly from theory. 


Features common to both behaviour 
and psychodynamic methods 


As we have seen, the main common feature 
of behaviour therapies is that all attempt direct 
modification of symptoms, unlike psycho- 
dynamic therapies which aim only indirectly 
at symptom relief, their emphasis rather being 
on modification of feelings, motivation and 
interpersonal adjustment. Granted this, the 
two methods have several elements in common 
(see Table 1). Both use advice a 
ment to some extent: 
psychotherapies this is r 
therapy the patient ine 
about everyday prob 
Specific advice about th 
meeting his fears, Syr 
discussed much more 
and the therapist 
expectation of impro 

Environmental m 
definite part in beha: 


nd encourage- 
in the more intensive 
estricted; in behaviour 
vitably receives advice 
lems as well as the 
€ most effective way of 
mptoms are naturally 
in behaviour therapy. 
inevitably conveys an 
vement to the patient. 

anipulation also plays a 


viour therapy as it does in 
the briefer PSychotherapies, In both, patients 


are encouraged to recognize current sources of 


Stress and repetitive patterns of behaviour. 
The behaviour therapi 


after interviews and tests, 


MÀ y` t —MM 
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Table 1. Components in psychological treatments . 


A. Present in most treatments, including some psychodynamic methods 


(i) ‘Non-specific’: Placebo 


(ii) More specific: 


PwNoewNo 


B. Present in most psychodynamic met. 
Pointing out unrecognized feelings 


Pointing out symbolic meanings 


LmpopnmnB.eMT 


C. Present in behaviour th 


MAWES 


D. Present in several t 


Understanding relationship with therapist 
Encouraging expression of feeling about therapist 
Relating present behaviour to past patterns 

Interpreting fantasy and dream material " 


erapies but not usually 


Emphasis on direct sy’ 
Use of a hierarchy in 
Use of a hierarchy in fantasy 
Aversion techniques 

Positive conditioning 
Negative practice 

Other special techniques 


reatments, 


Patient expectations 

Suggestion 

Encouragement, advice and reassurance 
Environmental manipulation 

Pointing out current sources of stress 
Pointing out repetitive patterns of behaviour 


hods, but not usually important in behaviour therapy 


includes analysis of transference 


Attempting modification of present personality 


in psychodynamic methods 


mptom modification 
practical retraining 
retraining 


not necessarily psychodynamic 


|. Relaxation and hypnosis 


2. Anxiety re 


ducing drugs. 


3. Abreaction 


op Dehotherapists emphasize correct timing 
eo EA interpretations tO. prevent 
A Po excessive anxiety; this 
ally y similar to behaviour therapists gradu- 
less presenting anxiety-laden stimuli during 
Nsitization. 


Features peculiar to each à pproach 
x e are some psychotherapeutic methods 
thera are seldom if ever utilized in behaviour 
a in Patients are not encouraged to recall 
eae memories; dreams are not analysed ; 
Neve MUS meanings or unrecognized feelings 
to a Pointed out; thepatientisnot encourage 
evelop an intense emotional relationship 


with the therapist, and what feelings he does 
develop are not analysed. 

Next there are techniques which are 
characteristic of behaviour therapy. The most 
important of these is the use of a graded series 
of situations which provoke anxiety either in 
fact or in fantasy—the so-called hierarchy. 
This hierarchy is used either for retraining in 
practice, or for desensitization imagination 
during relaxation or hypnosis, as introduced 
by Wolpe. This method, systematic desensi- 
tization, is used mainly for phobias, and is not 
exclusive to behaviour therapy. because a 
somewhat similar method was used by 
Herzberg (1941) in his psychotherapy by 
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raduated tasks. Wolpe's technique involves 
: tion or hypnosis, and inevitably contains 
pense e It is important to recognize the role 
os relaxation, hypnosis and Suggestion; 
how much desensitization contributes ies 
and above this has yet to be determined, 
though in asthmatics Moore (1965) has shown 
that desensitization increases improvement in 
peak respiratory flow beyond that contented 
byrelaxationand hypnotic suggestion. Wolpe s 
emphasis on dealing with sources of inter- 
personal anxiety naturally overlaps consider- 
ably with other psychotherapeutic techniques, 
Next most frequently used are aversion 
techniques, e.g. the use of electric shock or 
emetine in sexual and other disorders. These 
have very little in common with psycho- 


ill have their 


dit temporarily 
T therapist as he 
gonism she had 
S her stepfather, 


Lastly, positive conditioning in the treat- 
ment of enuresis by bell and pad, negative 
practice in the treatment of tics, and operant 
conditioning, as used in shaping small items 
of behaviour in schizophrenics, all share little 
with psychodynamic methods. 


The role of patient-therapist relatio 
A multitude of clinical o 
that important relationship. 
patient and therapist as 
progresses, just as they do in any prolonged 
treatment. The question is, how far do these 
contribute to the result of treatment? 
Some evidence for this was ob 
study of behaviour therapy for 
phobia (Marks & Gelder, 196 


nships 
bservations attest 


s develop between 
behaviour therapy 


tained in our 
Severe agora- 
5). Both with 
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behaviour therapy and control treatments, 
those patients who were seen four or five times 
weekly showed more improvement than 
patients who were only seen once or twice 
weekly. In the behaviour therapy group this 
finding might Suggest that increased frequency 
of treatment provided more Opportunities for 
deconditioning. However, as this was also 
found with controls, it seems that frequent 
contact with the therapist can also be helpful, 
andis one of. many factors at work in behaviour 
therapy. Ina larger study of 77 patients who 
received behaviour therapy (Cooper et al. 
1965), we found that most patients were co- 
operative and had confidence in their thera- 
Pists. This is a natural asset in any form of 
medical treatment, and it was not necessary to 
analyse such feelings to effect improvement. 
Intense feelings towards therapists did de- 
velop in seven Patients, but these did not 
usually hinder therapy, nor were they obviously 
associated with the improvement obtained. 


ConcLUusions 
We have given exa 


common ground exists f 
behaviou 


mples to show that 


me way. Thirdly, 


especially 
'S paid to interpersonal 
S positive conditioning for 


when attention 


anxieties; Wherea. 


ac 


Behaviour therapy and psychodynamic methods 21 


enuresis, or aversion for homosexuality have 
little in common with other psychotherapies. 

It is, however, important also to recognize 
the real differences of the two approaches in 
Practice; a behaviour therapist treating a 
patient for simple phobias does not ask him to 
associate or talk about most of his feelings, but 
instead concentrates on relaxing him and 
habituating him, actively but gradually, to the 
feared. stimuli. Similarly, with enuresis the 
behaviour therapist is concerned with the 
Patient using the conditioning apparatus 
Properly at home, and does not interview him 
at length after the history has been taken; 
feelings and motivations are peripheral to 
treatment in this instance. On the other hand, 
in à patient with prolonged depression fol- 
lowing the death of the father no schedule of 
behaviour therapy is easily applicable, and 
Psychodynamic methods of encouraging the 
Patient to talk about feelings for the parent 
are important for progress. 

The two approaches can be complementary, 
Not conflicting—some patients require the 
first approach, others the second, and yet 
others require a combined treatment. There 
on some pointers to the clinical indications 
ín Separate or combined treatment. We use 
E - 1 aches in appropriate cases. Patients 
is “A referred for behaviour therapy when 
"efe simple phobias, enuresis and reading 
E ilities where careful inquiry fails to show 
P ompanying emotional disturbance, some 
d Ses of fetishism and transvestism, and clearly 
Te lineated problems suitable for a behavioural 
d Eime, Patients can be referred for psycho- 
samic psychotherapy when their difficulties 

Ppear to relate to unexpressed feelings and 
um in interpersonal adjustment. A few 
ag can have both types of treatment 
ap n the problems require a combined 
i ey Psychotherapists can ask for their 
s ents to have some behaviour therapy as an 

JUnct, and vice versa. 
pu approaches are here to stay, and it is 
Net © hoped that each will develop. As Janet 

*d (1925) no one medical treatment can be 


expected to cure all medical complaints, rather 
we must seek to delineate the indications for 
and effect of each procedure. The same applies 
to psychological methods. 


SUMMARY 


1. There are divergent opinions about the 
origins and status of psychodynamic and be- 
haviour therapies: some discern considerable 
common ground, others see them as mutually 
incompatible. 

2. Behaviour therapies aim at direct modifi- 
cation of symptoms, and claim a basis in learning 
theory, though their origins are in fact more 
complex. Psychodynamic methods aim at resolu- 
tion of conflicts about feelings and interpersonal 
relationships, and only indirectly at symptom 
relief; they claim to spring from psychoanalytic 
theories but also have broader origins. Both 
approaches have influenced one another. 

3. Learning theories start with simpler mole- 
cular items of behaviour to explain complex 
behaviour. Psychodynamic ideas start with 
complex molar behaviour and analyse its com- 
ponents. Each is useful and necessary, and they 
have a common meeting point where the language 
of each can be translated into the other, especially 
in describing behaviour during psychotherapy. 
Disagreements occur when theories are over- 
generalized, and when the same data accord 
equally well with either approach. ; 

4, Psychiatric symptoms, like medical ones, 
have varying significance. For example, simple 

hobias, can reasonably be described as faulty 
habits in the language of learning theories, and 
behaviour therapy is useful for them. Others, how- 
ever, e.g. most agoraphobias, are incompletely 
described by learning theories and for them be- 
haviour therapy has less value. 

5. Practice does not always follow close on 
theory in either psychodynamic or behaviour 
therapies. Some techniques are shared by the two 
therapies, others are peculiar to each. The amount 
of overlap and difference varies with particular 
methods under consideration. 

6. Behaviour and psychodynamic therapy are 
complementary, not conflicting. Certain disorders 
require the first, others the second, and yet others 
require à combined approach. Both can play a 


useful pa 
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The psychotherapy of developmental arrest 


Bv JOHN E. GEDO* 


INTRODUCTION 


In a previous communication (Gedo, 1964) 
I have attempted to devise a rational classifi- 
cation of psychological therapies, utilizing 
psychoanalytic theory, particularly that of ego 
development, as a general framework. The 
cardinal feature of the proposed classification 
was the division of all psychological therapies 
into those, on the one hand, which are designed 
to deal with age-appropriate developmental 
crises from infancy to old age and, on the 
other, those which are intended to correct the 
unfavourable outcomes of previous develop- 
mental tasks. The provision of adequate 
mothering for infants suffering from anaclitic 
depressions (Spitz, 1947) is a prototype of the 
first group of therapies; for each succeeding 
developmental crisis, the specific therapeutic 
measures are different, but the principle is the 
same :the therapist must enter into the patient’s 
life as a real person who provides whatever 
appropriate emotional supplies the environ- 
ment has failed to furnish. Perhaps the best- 
known treatment technique in this category aS 
the one recommended to help adolescents with 
the turmoil of their identity-crisis; this YPF of 
Psychotherapy was described by Gitelson 
(1948). 

Therapies which deal with the results of un- 
favourable resolution of earlier developmental 
Crises comprise psychoanalysis proper, Sup- 
Portive psychotherapy (Grinker ef al. 1961), 
techniques of preparation for psychoanalysis 
(Rappaport, 1959), and a group of therapies 
in which ego-building measures attempt to 
Produce spontaneous resumption ofemotional 
Maturation in patients who have become 
fixated to a particular phase in their develop- 
í * The Department of Psychiatry, University of 
llinois College of Medicine, Chicago, Illinois. 


ment. It is the intention of this paper to discuss 
some principles of the psychotherapy of such 
arrests in development, based upon clinical 
experience in private practice and supervision 
of therapists in training. 

The very concept of developmental arrest 
asa psychopathological entity is still some- 
what novel, and no definitive description or 
theory of it has yet appeared. However, the 
concept is explicit in the work on Parent Loss 
in Childhood at the Chicago Institute for 
Psychoanalysis, and a recent publication by 
Fleming & Altschul (1963) from this workshop 
can be utilized as a source for defining it. The 
following tentative definition is culled from 
their paper: ^...a striking picture of im- 
maturity in self-image and in the development 
of ego ideal and superego structures is 
apparent. Reality-testing, impulse-control, 
object need and self-object awareness are not 
adequate for adult functioning. . .these mani- 
festations of ego deficiencies seem to belong to 
levels of functioning more appropriate to 
different stages of childhood development. . . 

In several places Fleming & Altschul refer 
to this clinical picture as ‘arrested develop- 
ment’ or ‘interrupted development’, and they 
attribute such an arrest to ‘deficiency caused 
by the absence of a needed object’. They 
reiterate: *-- the failure to mature was 
largely due to the absence of a libidinal object 
whose presence was necessary for the ego’s 
growth towards normal maturation... 

Tn cases of childhood parent-loss, they found 
that the children adapted to the trauma by 
denying the reality of the bereavement. 
Consequently, these patients had never been 
willing to accept substitute objects, and the 
therapist was vigorously rejected by them. The 
denial could only be given up through analytic 
work which overcame this resistance. 
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There are many cases of developmental 
arrest in which the ‘absence of a needed 
object’ is only relative, i.e. it is an absence of 
certain essential attributes in the only avail- 
able objects. When the clinical picture is not 
complicated by the extensive mechanisms of 
denial found by Fleming and her co-workers in 
patients whose parents hadactually died during 
childhood, psychotherapeutic intervention ofa 
simpler sort is often sufficient to catalyse ‘the 
ego’s growth towards normal maturation’. 
Once this is set in motion, the resultant 
developmental crisis can be handled as are the 
analogous crises when they occur at the 
expectable ages. 

Spontaneous improvements in adaptation 
occasionally observed in persons who have 
not received any formal therapy may also 
be explained on the basis of the undoing of 
developmental arrests through fortunate life 
experiences (Sabshin, M. 1965, personal com- 
munication). The following clinical observa- 
tion may serve to illustrate such an event: 

A wealthy matron nearing 30 consulted me 
about anxiety and indecision about leaving her 
husband. She had been married for ten years, 
had three children, but her husband neglected 
her and she had never loved him. He had been 
her parents’ choice for her to rescue her from 
involvement with a boy from a lower social 
Stratum. Six months prior to her seeking help, 
her father had died. Subsequently, she had 
once again fallen in love with a man from a 
different miliew with whom 
and closeness. In her 
family, 


she found warmth 
own strict, Protestant 
the business took precedence over 
human considerations. Her older brother had 
many privileges which had been denied to 
her—for example, she had not been allowed 
to attend college. She felt that her father had 
been quite authoritarian, and she considered 
her mother inconsistent and hypocritical—the 
latter was opposed to the patient getting a 
divorce because of its potential dangers for the 
smooth operations of the business. 

The patient expressed much anger about her 
family’s selfish clamour over her private life, 
She revealed that she had been pregnant by 
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someone else when she got married and had 
resigned herself to her situation because of m 
guilt. I confronted her with the absurdity o 

her belief that her husband could have been 
unaware of the circumstances. She then 
realized that her father’s death had somehow 
freed her to pursue her own goals for the first 
time. She was able to state her position forth- 
rightly in the family councils and to get agree- 
ment from her brother that her husband was 
an infantile, exploitive person who had little 
to offer her. She decided to proceed with a 
divorce without committing herself to a 
second marriage. Her anxiety abated, she felt 
unprecedentedly well, and she allowed her 
dyed hair to return to its natural colour for the 
first time since her marriage. She decided to 
discontinue her contact with me after eleven 
visits spaced over a two-month interval. 

It should be understood from the outset that 
resumption of growth along a person’s indi- 
vidual ‘line of development’? (a concept 
currently utilized by Anna Freud and her co- 
workers at Hampstead (1963)) whether it 
occurs spontaneously or as a result of thera- 
peutic intervention, does not imply that a 
satisfactory level of integration will be reached 
When the growth process is completed. As in 
the course of ‘normal’, i.e. uninterrupted, 
emotional development, there can be little 
significant change in the structural conflicts 
Which are already parts of the personality 
pattern as a consequence of earlier develop- 
mental vicissitudes. However, as we know from 
the psychoanalytic study of the adolescent 
process (cf. Erikson, 1959), the ego’s total 
integrative capacity is decisively influenced by 
certain aspects of the maturing individual’s 
object relations, notably by the opportunities 
for new identifications provided by the external 
world. In this sense, the Capacity to deal with 
the enduring pattern of intrapsychic conflicts 
is shifted during an “average expectable’ 
adolescence and the Same shift may be pro- 
duced by appropriate Psychotherapeutic mea- 
Sures in patients fixated upon an unmastered 
developmental task. Such a shift may not 
fundamentally alter the degree of the person’s 
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basic psychopathology—it can, however, 
transform a neurotic adolescent, for example, 
into a neurotic adult.* Hartmann & Loewen- 
stein (1962) have reported the possibility of 
more fundamental personality restructuring in 
certain types of patients: ^..-a considerable 
decrease of the sense of guilt, in this case 
without the help of analysis. . „occasionally 
happens where. . . the superego's severity had 
been the dominant factor. Powerful identifi- 
cations as they sometimes are made even by 
adult persons can produce such changes in 
individuals whose capacity for neutralization 
is unimpaired, and whose superego has 
remained more open to change than is 
commonly the case. . .that is to says when the 
demarcation line between ego identifications 
and superego identifications is less strictly 
drawn than we usually find it in grown-up 
people...." 


CLINICAL MATERIAL 


, The case material which will be offered to 
illustrate the treatment processes discussed 
Was obtained retrospectively from clinical 
records of patients seen for psychotherapy in 
my private practice. These records were 
studied in an effort to discover possible 
Tegularities among those patients who had 
derived unusually striking benefits from 
Psychotherapy. One group of these successful 
Outcomes turned out to be patients whose 
predominant psychopathology consisted of à 
fixation to a particular developmental task. 
The limits of space as well as the nature of 
these records (which consist, for the most part, 
Of progress notes made at monthly intervals) 
compel me to condense each clinical vignette 
drastically so that the data to be presented will 
Not serve as convincing evidence for my thesis; 
S This distinction is much more than à Man 
eid or a didactic manœuvre. The best ques 
nished b to demonstrate its importance 1S oe 
treat by the. frequency with which ot f 
m ment with the classical technique of PSY o 
nalysis are attributed, I believe correctly» t° the 
nti that the patient was ‘too adolescent’ to 
llize the analytic opportunity for self-scrutiny. 
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for the most part, they are clinical interpreta- 
tions rather than primary observations. How- 
ever, there are in any case methodological 
advantages whenever the investigator is not 
at the same time the therapist whose treatment 
efforts are under scrutiny; consequently, 
more detailed evidence is presently being 
collected in a predictive study which will be 
reported elsewhere. For the time being, my 
already available clinical experiences will have 
to serve as stimulants for comparisons with 
those of others. 

Adult patients who seek psychotherapeutic 
assistance may have become arrested in their 
emotional growth at any point along their line 
of development from the undifferentiated 
state of the neonate to the attainment of an 
adult identity. Moreover, the clinical picture is 
usually complicated by secondary regression 
from the unmastered developmental task to 
earlier fixation points. Consequently, a be- 
wildering variety ofillustrative case material is 
available, and for the sake of clarity the 
examples will be arbitrarily limited to patients 
fixated to the unmastered developmental crisis 
of adolescence. This will facilitate the dis- 
cussion, sinceitis relatively easy to differentiate 
between adolescence and adulthood, and ifthe 
goal of therapy is to attain the latter, it would 
seem to be most readily attainable when only 
the last step, that of transcending adolescence, 


has not been taken. 


Caseno. 1. An 18-year-old collegestudent sought 
help because she felt depressed and was in aca- 
demic difficulties. She had done well until her 
mother's accidental death about two years before. 
A previous attempt at psychotherapy had founder- 
ed when she was unable to accept interpretations of 
her behaviour as self-punitive, but she had felt 
somewhat better while she had a temporary job 
with a man she could respect and rely on. 

In her weekly therapeutic sessions she quickly 
discovered that her poor performance was a spite- 
ful identification with her father who had begun to 
disappoint her a few years earlier by showing 
contempt for women and had completely lost her 
respect when he responded to his wife's death with 


a depression and overt promiscuity. 
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As she became aware of her vengefulness in an 
atmosphere of mutual respect in the treatment, 
the patient's performance and mood improved 
dramatically. After a visit with her father, she 
resigned herself to giving up clinging to her past 
grievances and she began to live the normal social 
life of a college girl for the first time. She took the 
initiative for discontinuing therapy about four 
months after she had begun. 

Two years later, she returned for a single visit to 
discuss breaking off an engagement to a man who 
had become anxious at the prospect of marriage. 
She was neither depressed nor had she acted out 
spitefully or masochistically. She had made a 
notable success in her chosen field of. study, and she 
gave the impression of being a self-sufficient young 
woman capable of deep feelings. 


This clinical vignette demonstrates that a 
Severe trauma in middle adolescence had 
arrested this girl in a pervasive hostile Oedipal 
relationship to her father whose own emo- 
tional resources were then insufficient to help 
her to master the situation. A real relationship 
with a man whom she respected, who could 
Tespect her and who made himself available as 
long as she needed him was sufficient to set in 
motion her spontaneous emotional growth, 
and the adolescent process was completed 
within a span of two years. This therapeutic 
relationship Was a new experience for her; it 
emphatically did not represent a repetition of 
her previous experiences with her father, but 
there was never any doubt that she responded 
to the therapist primarily in a heterosexual 
manner. Interpretations were not made; it was 
the therapist's emotional response to her as 
conveyed through his communications, both 
verbal and non-verbal, that served as the 
catalyst for the crystallization of her feminine 
self-esteem and identity. In other Words, the 
therapeutic relationship had met the deficit in 
Object relations created by her father's limita- 


tions and the loss of her excellent relationship 
with her mother, 

Patients seekin 
to suffer fr 
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sion of therapeutic simplicity and ease; on 
the other hand, in the absence of adequate 
therapeutic intervention (or of unusually 
fortunate corrective life experiences) patients 
arrested in adolescence go on through chrono- 
logical adulthood amid mounting incapacity 
to adapt to demands for age-appropriate 
behaviour. Persons of all ages arrested in 
adolescence are encountered in psycho- 
therapeutic practice. Most of these patients 
seek help during the years of early adulthood 
(20 to 30) and are often diagnosed as cases of 
“prolonged adolescence’. A second repre- 
sentative example follows: 


Case no. 2. A 21-year-old college student started 
therapy on his return from an episode of running 
away to Florida where he took the name * Andrew 
Jackson' (the conqueror of the state). He knew 
that he had thereby attempted to rebel against the 
rigid standards of his militantly pacifist parents. 
He had been their exemplary child, and his older 
sister had been cast into the role of the delinquent 
one. He had joined his parents in condemning her 
for her overt sexual escapades, but he was begin- 
ning to realize that she was ill and in need of 
professional help, too. When I supported his 
rebellion against his parents, the patient ran away 
ina panic. On his return, he revealed his fear of his 
erotic impulses towards his seductive sister and 
appealed to me for a code of conduct to deal with 
this situation. He confessed his knowledge that 
their puritanical father had actually made impul- 
Sive sexual overtures to the girl. I made extended 
and explicit explanations of my standards of sexual 
morality, and I urged the patient to act ina manner 
that he would not feel guilty about. He next asked 
me for similar guidance on the issue of his aggres- 
Sivity, i.e. the problem of conscientious objection 
to military service. Once again, I frankly revealed 
my own attitudes about national service, where- 
upon he decided to tell his parents that he would 
Serve as a soldier, and in this context he had a vivid 
dream of rebirth in which his ‘Florida body’ 
(i.e. his aggressivity) was merged into his own self. 

There was marked improvement in his sub- 
jective state at this time, and he began to come less 
frequently. At the end of three months of treat- 
ment, he enlisted in the Army. He wrote me a few 
letters while he served Out his enlistment. Upon 
his discharge, he made an appropriate marriage. 


Psychotherapy of developmental arrest 


ee after the period of therapy, he was 
ictioning well at a responsible job and reported 
satisfaction with his life. 

, The technique of this treatment was 
identical to that used in the first one: to fill a 
real need in the patient's life, that of a reason- 
able model for identification which permitted 
Some gratification without guilt-producing 
impulsivity and then encouraged the seeking 
Out of autonomous solutions. Still another 
illustration will be offered, principally to 
demonstrate that the same problem can occur 
in older persons and can be dealt with in the 
same manner: 


xp no. 3. A recently divorced woman in her 
selena therapy because of feelings of aimless- 
ied er romantic elopement upon her gradua- 
of dis om college had been followed by thirty years 
id eeu with a sadistic (albeit picaresque) 
She nd whose alien political creed revolted her. 
pro: had been ill-prepared for such a life in the 
es) “perons, close-knit, rural family of her origin, 
eae | because her father and older brothers 
b been warm and supportive. Her mother had 
een more inaccessible, but an older sister had 

Partly filled this gap. 
x Once-a-week therapy, the patient soon 
ae on her feelings of loss of identity when the 
no ded had deprived her of the only self she had 
stand : thatofarebelagainst her husband's odious 
lesce ards. She now felt as she had in late ado- 
oe was unprepared to seek any goal, 
her nowing who I am’. Shame and guilt about 
duri emotional needs were gradually overcome 
the Ing the first year of treatment, and the ties to 
even, d ories of her marriage had loosened. How- 
about ie was afraid to follow her own inclinations 
earni ife—to commit herself to a profession by 
Se ung an advanced degree, for example. Instead, 
me 7 to depend on me and to struggle with 
Solon, my responses to her wishes. Consistent 
Such » ntation with the inappropriate nature of 
on E longings produced concrete actions 
possibibn.. which increased her enjoyment of the 
teo ities life offered her. She then came face to 
Pros With the depressive affect produced by the 
ai. of giving up her childhood patterns of 
anger ment to me. She was able to verbalize her 
advi at me, by lying on my couch (contrary to my 
ce), for example, and loudly asserting that this 
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could do more for her than I had. Inthe meantime, 
however, she gained admission to an out-of-town 
graduate school and she committed herself to 
matriculating there at the start of the academic 
year. She parted from me with some sadness and a 
new sense of purpose. She had been seen a total of 
seventy-six interviews over a period of twenty- 
three months. 


In this instance, the new relationship the 
therapy had offered the patient had been the 
maternal acceptance of her feminine and 
professional strivings which had been lacking 
in her own adolescence. Space does not permit 
detailed documentation of this interpretation 
here, but even with this issue left in doubt, the 
similarity of the pathology and the technique 
of treatment to those in the previously cited 
cases is striking. 

One last case illustration will now be 


offered: 


Case no. 4. A college professor in his early 30's 
entered therapy largely at the insistence of his wife. 
Great marital friction and inability to complete his 
doctoral dissertation Were his main complaints. 
He had always known that his wife was a person 
with severe emotional problems which he had 
hoped to alleviate by marrying her. Their diffi- 
culties had been present from the beginning of the 
marriage but had become much graver after the 
birth of their only child about three years pre- 
viously; the boy had a congenital malformation of 
the penis that would eventually need surgical 
correction. The patient felt that he could under no 
circumstances leave his wife because of the con- 
sequences of such a move for the child. ; 

The patient was the only child of a professional 
couple in a European city. His parents were 
divorced when he was two; he was raised by 
domestics whilehis mother resumed her career. She 
never remarried but his father did so. The patient 
had very little contact with him thereafter and felt 

s obvious preference for a 


quite bitter about hi 
stepson and a son by his second wife. Both parental 


households fled from the Nazi persecution of the 
tient was ten; they settled in 
different sections ofthe U.S. Duringthe adolescent 

ears he was often separated even from his mother, 
and he managed to behave in an extraordinarily 
nt and independent fashion. His academic 


compete: e 1 
record was brilliant, he did well in the army, and in 


Jews when the pa 
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his early 20's achieved national prominence in one 
of the competitive games of the intellect. Marriage 
and a faculty appointment followed. 

The patient's uncertain motivation for treat- 
ment and his aura of the eccentric genius led me to 
undertake once-a-week therapy with very modest 
goals. Discussing his wife's irrational behaviour 
with me helped him to deal with her more calmly. 
He realized that she was upset with every success he 
achieved, and that his reluctance to complete his 
dissertation was an effort to appease her. He 
identified with my scientific curiosity about her 
psychopathology and was able to decrease his 
attempts to cure her through acceding to her 
demands. He discovered that he had been denying 
his awareness of his wife’s seemingly irreversible 
difficulties in order to avoid the issue of a possible 
separation. His self-esteem improved, and he was 
able to renegotiate his contract to his great 
advantage. In this context, he realized that he had 
failed to make demands in the past because he 
wanted to be the favourite son in his department, 
l.e. to receive complete gratification without having 
toask for it. This wish had impelled him to try to do 
the same for his wife, 

These insights enabled him to change his 
behaviour at home, precipitating a prolonged crisis 
of rage in his wife. His awareness of his thera- 
peutic intentions in the marriage was consolidated 
by this, and he decided he would leave her as soon 
as‘their son was old enough not to be damaged by 
this. My activities with him in the year of therapy 
to this point might be characterized as the super- 
vision of his Psychotherapy of his wife. A great 
Change now occurred in both aspects. The patient 
realized with Shock, relief, and great emotion that 
he had needs, too—both from his wife and from 
me, that he was neither invulnerable, nor sufficient 
unto himself. As his need to project his own infan- 
tile Wishes onto his wifeand his son diminished, he 
decided that his son would not be devastated if he 
didn't have both parents at his beck and call at all 


times, le. the marriage could be dissolved at the 
patient's convenience, 


The patient beca 
pattern of life per] 
potence which simui 
He connected this 
the divorce of his p 
about his wife q 
earnest effort to u 
irrational guilt, 


arents. He now stopped talking 
uring his hours and made an 
nderstand himself, especially his 
This turned out to relate to the 
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wish to leave his wife and to find a more mature 
woman. 

A new theme now emerged: he recalled that the 
person who had actually raised him had been a 
young peasant girl hired by his mother. They had 
been extremely close and he had wanted to be 
adopted into her family. It was this relationship 
and his fantasies of its indefinite prolongation 
which gave him the omnipotent feeling of some 
a priori innate merit which made it unnecessary 
for him to be judged on his performance. Con- 
sequently, he had always avoided testing himself 
with a woman who could leave him or reject him 
and this is why he had chosen as his wife a girl 
clearly too sick to do so. He had managed to deny 
that his nursemaid had really chosen someone else 
(she had married before their actual separation), 
preferring to cling to the fiction that her feelings 
were for him alone and that only overwhelming 
political-social forces had rent them asunder. 

While these matters were unfolding in the 
therapy, the patient succeeded in obtaining his 
doctorate and in having his bilateral inguinal 
herniae surgically corrected. These actions repre- 
sented a new solution of his adolescent crisis as 
shown by the material which now emerged in 
treatment. He viewed these self-assertive steps as 
preliminary to leaving his wife and terminating 
therapy. He was able to tell her of his intention to 
separate after their son’s impending surgery, but 
he experienced an irrational reluctance to take the 
initiative about broaching it to me. He realized 
that he was in this way reliving his inability as an 
adolescent to offend his mother by departing from 
her expectations in the only area in which he dis- 
agreed with her—that of sexuality. His fantasy 
that she would be devastated by a signal affirming 
his emotional separation from her was based on 
the fact that his mother had indeed broken down 
with a series of severe depressions in the past 
fifteen years. However, as he relived this conflict in 
the therapy, he grasped the irrationality of having 
assumed the responsibility for her fate. As he 
realized that his reluctance to leave others was 
based on attributing to them the feelings of in- 
security and loneliness he had suffered from as a 
result of the need to be prematurely independent in 
his childhood, he was able to plan to end therapy 
open-endedly, allowing himself a reasonable 
Interval to work through the resultant feelings. He 
experienced feelings of genuine loss and sadness 
about relinquishing the therapeutic relationship 
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which had been both constructive and gratifying, 
but he brought the treatment to an end at a time 
of his own choosing. 

. The treatment process in this instance con- 
sisted once again in providing the real relation- 
Ship, the absence of which during adolescence 
had prevented the patient from coping 
Successfully with the developmental task of 
constructing his unique ego-identity. In this 
case, however, there occurred a complication 
largely absent from the others I have pre- 
Sented—the development of a transference 
Teaction toward the therapist. This uncon- 
Scious repetition of the pattern of his relation- 
Ship towards his mother in adolescence 
Served as a resistance to the utilization of the 
treatment for resumed emotional development 
through identification. This complication Was 
dealt with through consistent verbal inter- 
pretation as well as by real actions which 
Successfully differentiated the reality of the 
therapist from the childhood maternal imago 
The purpose of such interpretations is to 
prevent the flowering of transferences in order 
to focus the patient on the actualities in the 
Present and the task of preparation for the 
future. It is scarcely necessary to emphasize 
the contrast between this technical process and 
that of psychoanalysis in which a transference 
Neurosis is permitted to flower before mutative 
Interpretations are made. In the therapeutic 
technique I am attempting to describe, the 
Patient is confronted with the evidence fora 
trans erence reaction as soon as it appears: and 
he is made to face the inappropriateness of 
Such a response in the present context and his 
defensive use of the regressive pathway of re- 
SXperiencing the patterns of his childhood past. 

It must be kept in mind that no treatment 
m than psychoanalysis proper can A 
toe undo the arrest if it is principally t : 
the Sequence of the unfavourable my? af 
ar EE developmental tasks, ie. where 
inst there is structural conflict. In yee: 
is ances with severe psychopathology, there 
geen possibility for the resumption ae 
mi development (for a variety of possible 

Sons), so that only supportive treatment 1S 


indicated. Favourable therapeutic results such 
as those reported here can be achieved only 
when a more-or-less healthy personality is 
prevented from mastering a developmental 
task by a real deficit in his environment. 


DISCUSSION 


Clinical material has been presented illus- 
trating interruption in emotional development 
before the completion of the adolescent 
process, or, to use Erikson's conceptual frame- 
work, the resolution of the crisis of ego- 
identity. Patients may seek therapeutic assist- 
ance as a consequence of such arrestation in 
development at any chronological age level. 
As stated earlier, this particular developmental 
level has been chosen in order to simplify the 
task of exposition; any of the other psycho- 
social stages might have been utilized, since 
there is no dearth of clinical examples of 
arrestation at each level. 

The choice of Erikson's schema as the 
cardinal theoretical frame of reference has 
been dictated by two methodological con- 
siderations. The first of these stems from the 
nature of the available observational data. 
Since these were collected in the course of 
psychotherapeutic work in which each patient 
was seen only once or twice a week for 
relatively brief periods of time, the reliability 
and validity of the interpretations and generali- 
zations which can be derived from them are 
greatest for the metapsychological points of 
view which are adequately covered by 
Erikson’s schema, namely the dynamic, the 
genetic and the adaptive. Conversely, their 
reliability and validity are lowest for the view- 
points which this schema neglects, 1.e. the 
structural and the economic. Consequently, a 
complete metapsychological discussion can- 
not be attempted meaningfully. 

Thesecondconsiderationwhichrecommends 
use of the narrower Eriksonian model is the 
nature and goal of the therapeutic process 


which was employed in these cases. The goal 


was exclusively an adaptive one; specifically, 
there was no intention to alter whatever 
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structural conflicts were already operative. 
This goal, and the treatment procedures 
designed to accomplish it are appropriate 
whenever the interruption in development is 
primarily an outcome of a deficit in essential 
object relations, caused by the absence of one 
or both parents or by certain limitations of the 
parents' capacity to provide ego-building 
experiences for their child. (To avoid mis- 
understanding, it may be useful to re-empha- 
size here that the deficit in object relations does 
not imply a deprivation of ‘love’ nor does the 
psychotherapy here recommended consist in 
gratifying the patient's infantile libidinal 
wishes.) When the missing experiences are 
provided within the real relationship to the 
therapist, the Consequences of antecedent 
developmental vicissitudes which have become 
structuralized remain unaffected. Only those 
aspects of the personality are changed which 
are normally subject to spontaneous growth if 
the given developmental crisis occurs at the 
average expectable age. In other words, only 
Intrasystemic changes within the ego and ego 
ideal are effected through new identifications. 
Erikson’s schema is adequate for the assess- 
ment of such changes. 

In each of the clinical Vignettes presented, a 
Specific essential need, ideally provided by the 
relationship to the parents in adolescence, was 
fulfilled within the therapeutic relationship. 
The therapist *entered into the patient's life 
as a real person’ (to use Tarachow’s elegant 
terminology (1963)). The patient learned some- 
thing in each case, and this accretion to his ego 
led to spontaneous adaptive shifts which can 
be conceptualized as resolution (for better or 
for worse) of a 
EE, 18, passage from adolescence as a 

€velopmental 
Tesolved infanti] 
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childish things behind them and proceeded to 
the problems of adaptation to the external 
realities. 

Clinical experience has long since demon- 
strated that patients whose development has 
come to a halt because of severe psycho- 
pathology as a legacy of former developmental 
crises are unable to take such a step. In other 
words, the treatment method outlined here can 
only be effective in cases of environmental 
failure at the specific phase where arrestation 
has developed; if past structural conflicts in 
themselves interfere with personality develop- 
ment, the proper diagnosis is that of neurotic 
(or psychotic) character disorder and the 
proper therapy is either psychoanalysis (when 
feasible) or supportive therapy (when defences 
need to be strengthened or repaired). 

The outcome of these successful treatments 
may be compared to that type of ‘transference 
cure’ which is based on identification with the 
therapist. Changes produced in this manner are 
often undone (particularly when there occurs 
disillusionment with the unrealistically ideal- 
ized therapist), a sequence of events easily 
observable in the course of the analysis of 
certain character disorders. It is indeed 
possible that the adaptive changes based on 
new identifications in the patients arrested in 
adolescence are equally unstable, i.e. they may 
depend for their continuation on the mainte- 
nance of a covert attachment to the therapist 
(unconscious fantasies of primitive fusion). In 
any individual instance a determination on 
this score could only be made if the patient 
were to be psychoanalysed at a later time—the 
Significance of the favourable changes in 
adaptation could then be assessed and it could 
be decided whether the identification with 
the former therapist had been a transitory, 
defensive manceuvre or a more permanent 
accretion to mental structure (H. Kohut, 
1965, personal communication). However, it 
is my impression that, in the clinical examples 
offered in this paper, the patients were, by 
virtue of the arrestation of their emotional 
development at the stage of adolescence, 
People of the type referred to by Hartmann 
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and Loewenstein (in the citation already 
quoted)—more open to change via new 
identification than grown-up people usually 
are, 


SUMMARY 


An attempt has been made to describe one type 
Of therapy designed to produce a resumption in 
emotional maturation in patients who have 
become fixated to a particular phase in their 
development. The therapy is modelled on what- 
ever psychotherapeutic intervention is appropriate 
to deal with the developmental crisis in question if 
ìt occurs at the average expectable chronological 
age. The particular developmental phase chosen 
to illustrate this principle has been that of ado- 
lescence; the treatment technique applicable to the 
Crises of this phase was utilized with patients of 
any chronological age level who had failed to 
transcend the crisis of ego-identity (and had thus 
failed to enter the next psychosocial phase, that of 
adulthood). The patients had been able to utilize 
the therapist as a real person who provided appro- 
Priate emotional supplies which had been lacking 
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in their chronological adolescence; new identifi- 
cations occurred which led to the attainment of an 
adult identity, and the therapeutic relationship was 
then spontaneously relinquished. 

Patients whose developmental arrest is the 
consequence of unresolved conflicts from earlier 
stages are unable to utilize treatment of this type 
and can resume their maturation only if those 
earlier conflicts are resolved through psycho- 
analysis. Transference reactions may interfere 
with the patient's ability to utilize the real relation- 
ship offered in the treatment even in those cases 
whose arrestation is reversible if the environment 
can furnish the needed emotional supplies. This 
complication must be dealt with through im- 
mediate confrontation with the inappropriateness 
of such transferences. 

The effectiveness of analogous techniques for 
arrests of development at phases preceding ado- 
lescence remains to be demonstrated. Future 
investigation must also concentrate on outlining 
more precise criteria for the differentiation of 
developmental arrests caused by environmental 
failure from those which are imbedded in the 
character structure of the individual. 
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Maturation of concepts of death 


By ADAH 


It is obvious that at some point each child 
ed learn about death. A century ago this 
ae was de rige ir and no child grew up 
Dems the edification of at least one death- 
jer MB, although at the same time know- 
Dun n Sex was withheld. Nowthat emphasis 
Veni Pt from the joys to be wonin another 
lon M bec those to be won in this, sex is no 
tie kept under wraps. Death has become 
me pornography (Gorer, 1960) to be 
menti s B eco in hushed tones, never 
bound ned to children and certainly out of 
avo s for psychologists. In both cases the 
ilm intention was to keep the child 
im and therefore presumably happy In 
child cases, too, it was tacitly understood that 

ren would experiment with the verboten. 
emi are strapped on toddlers before their 
eap Christmas, yet when grandfather dies, 
told epe hypocrisy requires that the child be 
Where "s Grandfather just went to sleep, or— 
that ne came from—that he went to California, 

beoe. never land to midwesterners. 

ance i 1 1$ can cause serious psychic disturb- 
rikso = 3 been graphically described in 
1950) T Childhood and Society (Erikson, 
tell th ne moral of the tale is unmistakable: 
see child the truth for he knows it in his 
crar dc à Fortuitous acquisition of the 
Nowab veal what it may, the demand to 
Sr A Ha death isas universal as the demand 
een io about origins. So earnest has 
to pick i search, so sharply attuned the senses 
tion thet stray clues and so deep the premonl 
TéCopniz when the child is finally told. he 
Origin 5 rather than learns. To trace the 
follow ^ Mao preconceptual awareness, to 

* b t rough the prelogic of childhood and 
District chological Consultant, Fairfield Schoo! 

ensio Fairfield, California, and Instructor, 

avis c Division, University of California, 
» California 
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into the idealism of adolescence is the purpose 
of this paper. 

Let us begin with infancy where we search 
for the earliest expression of the sense of self. 
We have assumed that the newborn's task is to 
differentiate himself from his environment. 
But the true opposite of a sense of being isa 
sense of non-being. The baby comes to havea 
sense of these two states as he wavers back and 
forth over the threshold of consciousness 
alternating between wakefulness and sleep. 
(Shinn, 1900). The transition is not always easy 
as anyone who has tried to put a baby to sleep 
or listened to him cry himself to sleep will 
testify. Awakening, too, is sometimes piece- 
meal. Uneven restoration of the circulation of 
the brain, perhaps, or other incomplete 
physiological signals sometimes give rise to a 
frightening half-here feeling. When the infant, 
whose hold on consciousness is somewhat 
tenuous, wakens in the dark of a quiet house, 
deprived of si gnals from two senses and perhaps 
more, he is gripped by this sensation of dis- 
embodiment and lets go with the unearthly 
shriek that doctors call ‘night terrors’. Since 
this distress yields readily to the sight, sound, 
smell and feel of the familiar parent, without 
food or other care, the origin is surely in the 
brain rather than in some other part of the 


body. 
By the time he is 3 months old, the healthy 


baby is secure enough in his self feelings to be 
ready to experiment with these contrasting 
states. In the game of peek-a-boo, he replays 
in safe circumstances the alternate terror and 
delight, confirming his sense of self by risking 
C ndregainingcompleteconsciousness(Maurer, 
1961). A light cloth spread over his face and 
body will elicit an immediate and forceful 
reaction. Short, sharp intakes of breath, 
vigorous thrashing of arms and legs removes 
the erstwhile shroud to reveal widely staring 
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eyes that scan the scene with frantic alertness 
until they lock glances with the smiling mother, 
whereupon he will wriggle and laugh with Joy- 
After a few such plays, the baby will signal 
that he would like to play the game again. To 
the empathetic observer, it is obvious that he 
enjoyed the temporary dimming of the light, 
the blotting out of the reassuring face and the 
suggestion of a lack of air which his own 
efforts enabled him to restore, his aliveness 
additionally confirmed by the glad greeting 
and the recognition implicit in the eye to eye 
oneness with another human. Etymologically, 
peek-a-boo stems from Old English words 
meaning * Alive or dead?' (Partridge, 1925). 
Thus the simple nursery games, usually 
brushed off as unimportant if not downright 
silly, may prove to be a key factor in the 
establishment of an autonomous individual. 

Separation anxiety, often treated as though 
it were the deepest level in childhood dynamics, 
can be more fully understood if we keep in 
mind that physiologically the child is totally 
dependent upon the nurturing, protecting 
parents, and that it is thus the child experiences 
them (Murphy, 1962). At some level below 
true cognition, the child with naive narcissism 
‘knows’ that the loss of his parents is the loss 
of his tie to life. Left alone or with strangers or 
in a strange place, he feels abandoned with- 
out hope of rescue. Total terror for his life 
rather than jealous possessiveness of a chosen 
and lost love object is the aetiology of the 
Somatic distress of separation anxiety. 

Awareness of being and of non-being is thus 
the first of the series of adaptations to the fact 
of a finite life. It remains always the inner core 
of what will be a man who loves life and knows 
its negation. As he grows and matures, this 
Taw terror is armoured by many develop- 
mental layers of defences, each of which 
Covers yet is shaped by the underlying ones. 
An irregular, lumpy onion, perhaps pictures 
the simile. And it is these inner layers rather 
than the thin brown skin of appearances that 
gives being human its pungency. 

The first of these defences is simple denial. 
Marie Nagy (1959) found this to be the first of 


A. MAURER 


three maturational stages in children old | 
enough to speak. The youngest she questioned 
was not quite four. From him and from others 
under seven, she learned of the belief, or the 
firm determination to believe that death does 
not happen, that it is not irreversible, that 
some people escape, that there are various 
degrees of death, or that it can be avoided by 
good behaviour. » 
j Parallel beliefs are found among primitive 
peoples (Hartland, 1912; Abrahamsson, 1951) 
and in the pre-verbal action-language of the 
child. Among these is a common baby trick 
often punished as naughtiness but in reality an ! 
extension of the game of peek-a-boo in that joy 

in reappearance is extended to things. During 
the high-chair age, babies persist in tossing 
away a toy and fretting for someone to return 

it. If one has patience to replace the toy on the 
tray a dozen or twenty times, the reward is 2 
child in ecstasy. Denial or disappearance 
seems to be as necessary to the child's growing 
cortex as food is to his stomach, for he exhibits 
great distress if either is withheld. 

But all things do not return. By one yea! 
most children understand the phrase ‘all 
gone!’ and learn to say it among their first 
combinations. When the young human i$ 
Observed in his natural habitat, it is clear that 
childhood phobias cluster about *all-gone 
situations. To cite a few: when the plug 5 
pulled, bath-water becomes all gone and rare i5 
the child who does not fear, at least at firsts 
that he will go down with it. Faeces disappea® 
down the plumbing. Psychoanalysts have long 
been aware that faeces and dead bodies at? 
equated (Brodsky, 1959). This irrational feat 
rather than anal eroticism inspires the franti? 
demand, ‘Where did it go?’ Rebellious const” 
pation has been cleared up by an explanatio? 
of the biological Cycle, for when the frightene 
child learns that waste and water return a 
fertilizer to grow living things, his fear o 
death has been transformed and no long? 
paralyses his normal functioning. In ignori” 
the importance of ‘all gone’ to the mental li E 
of the child, PSychologists have failed 4 
comprehend the full dynamic of childhoo™ 
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Anal eroticism does not explain the sometimes 
violent objections to toilet training that dis- 
turbed children display. And conditioning that 
fails to take into account the immature 
human’s concern for the integrity of his body 
and the overriding need to protect his life 
both physically and. psychologically, cannot 
Operate in these complex areas as though all 
that were involved were mere reflexes. 

When the child begins to suspect that all 
things do not return, he attempts mastery of 
his fears of disappearance in another way. He 
learns to project all gone and to produce it at 
will. Eagerly and without a trace of guilt, the 
Browing baby commits symbolic murder in 
Psychological self defence. Offer a two-year- 
old a lighted match and watch his face light up 
With demoniac glee as he blows it out. Notice 
vy willingness with which he helps his mother 
EA errand is to step on the pedal and bury 
lis banana peel in the covered garbage can. The 
toilet makes a still better sarcophagus until 
he must watch in awed dismay while the 
Plumber fishes out the tinker toy from the 
overflowing bowl. 

vi Karen Horney (1939) could not be con- 
inced that destructiveness was an instinct 
ecause she found that ‘hostility is defensive 

the, its extent is absolutely in proportion to 

ume in which (the child) feels hurt and 
ae ‘If destructiveness were an 
do inct’, she wrote, ‘how could it vanish?’ It 
dnd en of course. The potential to destroy 
defe; ill is dormant in us all, yet hostility i$ 
inn Projection of death on to the other 

Year. "e the playtime of the four- to ae 
ndian in endless games of Cowboys an 

are mi While quiet contemplative interludes 

or M Sa for stamping out colonies of ants 
earful te the wings off hapless flies. The more 
us he is, the more frenzied his killing. 

O ex. Whether or not a child should be allowed 
e Cue his aggression isthe wrong question. 

te eee instead: ‘How can his fears be 

iNcrease, ns Sense of important aliveness be 
ased, his curiosity about life and death 


Sati H i 
c Sfied and redirected into more constructive 
ànnels?* 
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Curiosity as a defence is often labelled ‘silli- 
ness’ (Maurer, 19644). Parents who indulge 
the child in his wanton killing dramas, seldom 
report the foolish questions that shatter the 
delusion of innocence. * Could you still talk if 
your head was cut off?" was meant to be taken 
quite seriously by a normal lively three-year- 
old, but it is doubtful whether his quest for 
information received the attention it deserved. 
Man's hyperefficient brain evolved as a 
defensive weapon in a dangerous world 
(Szent-Gyorgyi, 1964). As an instrument of 
survival, its first function is to identify the 
enemy. The known, even if dangerous, is 
partly defanged. The child, who feels himself 
surrounded by unknown dangers, uses his 
burgeoning brain to ask which elements are 
beneficient, which are neutral and which are 
lethal. From this need to know springs the 
spate of why's and what if’s, including many 
that are sex oriented. * Where did baby come 
from and could we send him back?’ does not 
necessarily mean: *Let's get rid of my com- 
petitor." Adults have forgotten that *our little 
life is rounded by à sleep’, but to the child, 
nothingness and nowhere are equally un- 
known whether following or preceding life, 
and as such a baffling, terror-filled mystery. 
The baby was not and now he is. Could this 
sequence be reversed? Could we send him 
back? Could 7 ever not be? Such curiosity is 
almost universally ignored or misunderstood 
by adults for the exceptionally good reason 
that they do not know the answers. : 

The next layer of defence against fear is the 


i eath asa person. 
spontaneous construction ofd p 


The child imputes to all things. including 
abstractions, à form and feelings like his own. 
Death is an evil man variously dressed in red 
flames, white sheets, empty bones or flowing 
black. Halloween is his festival and, dressed in 
his robes. children exact tribute from the 
neighbors with threats of attenuated murder. 
d to enforce quietude with the 
;* The boogie man will get you if 
y d.’ Now it is the television set 
e redd der and keeps the child 


at threatens mur ! 1 
ua. And it is more effective for the child can 
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see for himself that death always overtakes the 
evildoer. . . 
The next, a sixth, layer of maturity results in 
the emergence of a conscience. Propitiation is 
the effort to please or mollify the powerful 
parents who are as gods to the worshipful 
child, omniscient, ubiquitous, and the creators 
of his life and his world (Piaget, 1929). His 
token hosannahs begin with the first heart 
meltingsmileand continueas willing obedience 
as long as the commandments are not contra- 
indicated by the wisdom of the body. Or until 
security and effectiveness are better served by 
autonomous action. If the parents are jealous 
gods, unpredictable, predominantly wrathful, 
or if they do not answer wailing prayers for 
help, the child is caught in a double bind as he 
doubles his efforts to please them, more fearful 
than most that he will lose even that which he 
has. Thus it is that the child whose home is the 
least protective is the first to become homesick, 
and the excessively abused child who declares 
his loyalty most vehemently. On the other 
hand, if the parents’ commandments realistic- 
ally and consistently enhance life’s widening 
experiences, they will be doubly learned: first 
as useful modes of coping with the world, and 
secondly as parent propitiating. Such children 
adopt their parents" precepts as their own and, 
other circumstances permitting, become inner- 
directed adults of integrity who define God as 
beneficence, and project their own ord 
image upon the world, confide: 
are fundamentally good and th 
living. 

Concomitantly with parent pleasing, 
develops a mode of confirming alivenes 
may be in opposition to their 
if they are overfearful. 
dancing taunt to death witl 
“You can't catch me!’ 
escaping, 


erly 
nt that people 
at life is worth 


there 
s that 
wishes especially 
Dare-devilry is a 
h gleeful shrieks of, 
Taking a chance, 
and living more fully alive thereafter 
begins in infancy. Loss of Support, a fright to 
newborns, is willing to be risked within the 
first year if Father's arms prove trustworthy, 
Playground apparatus provides the same thrill 
of a brush with extinction and a glorious 
aliveness. Courage turns to recklessness under 
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taunts of inadequacy, which by diminishing | 
the self calls for greater efforts to prove it. 

Substitution of another life that will carry 
on after we are gone is predominantly a 
feminine comfort as dare-devilry is masculine. 
Whether culturally determined or hormone 
derived, the little girls knowledge that she will 
have children secures her in the mainstream of 
the flowing river of life. Whether this security 
helps to explain why troubled boys out- 
number troubled girls by three to one, and 
whether an early conviction of the masculine 
contribution to generation might make a dif- 
ference is still to be tested but it seems an 
interesting hypothesis. 

Contempt with laughter is typical of age 
nine, the age when almost nobody dies except 
by accident. Nine is the carefree age of jests 
and jibes at the old enemy death. In The 
Language and Lore of School Children Opie 
& Opie (1959) record ina section on ghoulism: 
‘When children are about ten years old they 
enter a period in which the outward material 
facts about death seem extraordinarily funny- 
They ask each other, “You gonna be burnt of 
buried?" They have catch phrases: “It’s not 
the cough that carries you off, it's the coffin 
they carry you off in.” 

From the universality of this kind of 
humour which they collected in all parts of the 
British Isles, the Opies concluded that: * Death, 
which when they were younger they may have 
regarded as a frightening and private subject 
has now come out into the open. They have 
found that it is a long way off and these songs 
are a sign of their emancipation.’ 

American children used to be convulsed 
with parodies of an old prayer: ‘Now I lay 
me down to sleep/A bag of bananasat my feet. 
If I should die before I wake,/Yow!ll know it 
Was the tummy ache. And everyone wil 
remember when he desecrated a classical 
theme into: *The Worms crawl in; the worms 
crawl out;|You hardly know what it’s al 
about... Acceptance of inevitability comes 
thus with a short, Sharp break and with re 


leasing laughter, 1t is the watershed betwee? 
childhood and adolescence, 
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Piaget) 1955) credits a knowledge of the fact 
of death with opening the door to logical 
thinking. He writes: ‘In questions about 
plants and animals and the human body, it is 
those which refer to death which will cause the 
child to leave behind him the stage of pure 
finalism (ie. anthropomorphism) and to 
acquire the notion of statistical causality or 
Chance; *. , .the idea of death sets the child's 
curiosity in motion precisely because if 
everything is coupled with a motive, then death 
calls for a special explanation." 

, Piaget sets this time at about age seven to 
eight; Nagy found nine to be the turning 
Point; the Opies age ten. Certainly such 
sophistication is attained before adolescence 
for it is then that this knowledge must be 
digested and a philosophy of life chosen. 

Sometimes the result is despair. If children 
are taught before the age of reason that with- 
Qut hope of Heaven life is meaningless, and if 
their maturity deprives them of any concrete 
Picture of that Heaven a despairing search for 
a transcendental meaning in life may drive 
dus to poetry or beat rebellion to still the 
ear and trembling so poignantly described by 
the Existentialists. 

b But despair is not inevitable. With a better 
ceckground the adolescent transmutes his 
fear of death and wish for immortality into an 
idealistic fervor to know, to accomplish, and 
D S ai the world a better place than he found 
(o, aturity of attitude toward death has been 
Ound to correlate with academic success 
(Maurer, 1964.2). From almost 200 essays by 
school seniors on the subject, “What 
Bu €s to your mind when you think of death? 

Ord and idea analysis indicated that among 
unc achievers many remnants of childish 
in" remained, while among the high 
full Mies death inspired thoughts of living a 
Seda life dedicated altruistically to im- 
Bini mg the lives of others. Perhaps the 
i urational steps thus far outlined can be 

Ustrated by quotations from some of these 
essays: 

c Awareness. The primal terror Was there, 
among the brighter and so great among the 
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dull that they feared direct mention of it. 
Every unhappy adjective from anguish to 
yearning appeared and many attempted 
similies: dry-eyed hysterics, crawly sensation, 
all tore up inside, like a cracked record and 
many more. The use of euphemisms, aware- 
ness of odours, mention of ghosts and spirits, 
feelings of unreality and horror and many 
exposures to death are typical of less effective 
minds. ‘When I think of death, right away I am 
horrified. Sometimes when I see a dead person, 
they seem so unreal. The smell of the body and 
flowers is sickening. Just to hear the word gives 
me a funny feeling because there have been 
many deaths in my family and people 
seem to take it so hard when others “go 
away". 

(2) Denial. This may take many forms: 
childlike whistling in the dark (‘My grand- 
father aint never going to die’); reversals 
(‘Deathisa triumph’); clinging to attributes of 
life ( All I want to know is what it feels like’); 
or refusing to think (‘I think it is a word that 
should be thought only when it occurs’). 

(3) Projection. The death of an ‘other’ 
leaves one grateful for one’s own life, indeed 
more fully alive. The desire for this greater 
experience of aliveness is the ‘kick’ sought by 
the reckless wanton murderer, and the expla- 
nation for the front page primacy of sudden 
death which supplies the same thrill in milder 
form. ‘But if it was à gangster who died I 
would be glad because 1 would think he 
should have been dead anyway.” 

(4) Curiosity. Questions do not cease and 
some remain silly even in adolescence. Wrote 
one: ‘I think it is the fear of the unknown. 
What’s going to happen? Will I just be there 
with no thoughts, then all of a sudden some- 
one blows a horn and up I come or will I be 
conscious every minute? I would like for 
someone to tell me what it’s like and what 
happens afterward? Maybe if I trust God and 
be a good little girl I will not fear the answers 
and not ask so many questions.” 

The equating of ‘goodness’ with non- 

uestioning and both with the fear of death 


suggests the possible root source of anti-intel- 
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lectualism and of anti-scientific persecutions. 
The comforting myths endure tenaciously 
against the onslaughts of scientific discoveries, 
yet both spring from the same source: the 
still slowly evolving brain inventing new solu- 
tions to old problems. Gallileo's crime was 
that he disturbed Heaven, as did Darwin after 
him. Edison, on the other hand, equally an 
innovator, disturbed nothing but darkness and 
was therefore universally acclaimed during his 
lifetime and less honoured afterward. Today, 
the hard core of opponents of progress reveal 
themselves as trying to remain good little girls 
and boys who do not ask questions. Their 
narrow Heaven shakes; they fear the unknown. 
They want someone to tell them the answers. 
The implications of this for education are 
fundamental. Shall we drill obedience or 
nurture curiosity? Ultimately the decision is 
determined by the degree of sophistication or 
the level of fear concerning death. 

(5) Personification. The word death was 
capitalized by 90 % of the lowest group and by 
only one in the top group. Human ability to 
speak was attributed to death in the question: 
* Will death call your name to go?' 

(6) Propitiation. Concern about the possi- 
bility of the death of the parents was scattered 
throughout the sample but as an exclusive or 
major emphasis largely in the lowest group. 
The death of the self being too traumatic to 
express, they could approach it only one step 
removed. *If I lost one of my parents, death 
would probably be hard to accept because I 
am close to both of them." 

(7) Dare-devilry. No mention was made of 
this, possibly because it is an action language, 
or perhaps because the subjects were all girls. 
Only one made mention of the statistics of the 
National Safety Council. 

(8) Substitution. Aremnant of this appeared 
as: ‘A new life is born each day just as an old 
life dies each day.’ 

(9) Contempt with laughter. “I went on a 
dare one time with this friend who knows a guy 

works at the, you know, morgue. He puts his 
lunch right on the body in the cold iom to 
2 kei 1 hed and said : 
keep it like in an ice box. He laug! 
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“Tes all right. He won't eat it.” But I didn't 
care for that too much.’ 

(10) Acceptance of inevitability. More than 
half of the papers expressed acceptance in one 
form or another, and in almost all it was 
implicit. Some understood the beneficial 
effect: ‘Some People think that it is best not 
to know, but I feel you can appreciate life 
more and get more out of it, 

n Sia Nine subjects tried to write to 
pic but failed to produce more than a few 
soratehed over words, Perhaps this was 
ph nay it Was stark fear or attempted 
- In another case despair and guilt 


nk of death I think 


my mother,’ 


(12) Transmutatioy ; 
ation into i to 
successful students la to idealism. The most 


ie, I'd like to fe mon | 
el t i em 
e ha my life hasn’t been 
k ome happi 
Out the best i 
t n myself, 
family "pa mp the lives Of those in my 


Not exhaust b 


Of bindin, 22Y means the 
but bound it must pals the death i 
live With an be j 6 ndi anxiety, 
from cri Y degree of vidual is to 
further if Pling co ort and freedom 
ces 
to be the Saha il Sugeest d r that 
B ar RO uch bindi 
grad @ Beton tion, and cae 
ANDE disgu stitutions trar e 
years of mat tion Ses Sveloped duri P» 
5 ng the 


direc- 


Maturation of concepts of death 


ti 
ES uice to individual lives. Supersti- 
Euch a as well as religion, the 
ie nowledge and altruism may all be 

as diversely evolving forms of the 
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biological urge to live long, well and fruitfully- 
It is my sincere hope that others will pursue 
these investigations further with useful results 
for therapy and for social action. 
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Clinical observations on the psycho 


By PINCHAS NOY, SHLOMOH WOLLSTEI 


"s this paper we will try to summarize our 
Sg derived fi rom the clinical study of 
The ii ve patients suffering from impotence. 
aim ymptom of impotence may be found in 
erent nosological entities; but our im- 
e was that the men affected by this 
Hu dede show a number of similarities which 
ne hem into a typical group with specified 
all I: and differentiate them from 
will ed neurotic patients. Furthermore, We 
ER > relate the findings to the theoretical 
ts is ions about this symptom, attempting 
erstand more about the dynamics and 
pathogenesis of impotence. 


'THE SYMPTOM 
she our group we defined impotenc 
- ing all disturbances in the male sexual 
ses en preventing normal intercourse, 
dicots hever stage of the act the particular 
"is cae ees oN itself, We included, 
therefore, the impotentia coeundi, ejaculatio 
«ds and the ejaculatio retardata. We 
the s ed all cases where an organic cause for 
AC iex d was suspected, using the diag- 
dne e as specified by Yoel (1957), as 
satisf; s Impotentia generandi and impotentia 
im actionis. We also excluded cases in which 
potence was found to be accompanying @ 
Psychotic state. 


e as com- 


REVIEW OF THE LITERATURE 


ere (1908) was probably the firs 
ish a psychoanalytic study of impotence. 


* 
"ig i eire of Psychiatry, Hadassah Uni- 
Geni ospital, Jerusalem. The authors wish to 
Oses rof. J. Zellermayer, Dr E. Gumbel, Dr R. 
critical and Dr J. Shanan for their constructive 
comments on a draft of this paper- 


t to 
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genesis of impotence 


N AND ATARA KAPLAN-DE-NOUR* 


He located the origin of this symptom in 
infantile sexuality, saying: `It is always the 
symbolic expression of repressed memory 
traces of infantile sexual experiences, of un- 
conscious wishes striving for the repetition of 
these and of the mental conflicts provoked in 
this way.’ The main unconscious content is, 
according to him, the incestuous desire for the 
mother. Freud (1912) expresses this view more 
precisely, saying: *.- .the whole current of 
sensual feeling in a young man may remain 
attached in the unconscious to incestuous 
to put it in another way, may be 
fixated to incestuous phantasies. The result of 
this is then total impotence. In an article 
writteninI913 Ferenczi stresses theimportance 
of the castration fears in the genesis of 
impotence: *Besides unconscious (onanistic) 
incest phantasies, castration fears are the most 
frequent causes of psychic impotence, most 
often it is both (fear of castration on account 
of the incestuous wish)’. Karl Abraham (1917) 
regards ejaculatio praecox as a phenomenon 
based on a disturbance in psychosexual 
development rather than relating to a single 
factor; *. . .thelibido of persons suffering from 
ejaculatio praecox has not attained full mascu- 
line activity The genital primacy is, to his 
view, not located as usual in the glans penis, 
but in the perineal region, being analogous to 
the female erotogenic region, the introitus 


objects, or, 


vulvae. 

Karl Abraham was the first author who 
Jooked beyond a specific causative factor in 
the psychogenesis of impotence, and attempted 


to explore personality patterns. He found these 

atients to be narcissistic, deficient in their 
object-relationships, and passive in their 
relationships towards women due to their 
permanent, conscious Or unconscious, attach- 
ment to their mothers. He also pointed out an 
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aggressive element in the symptom, i.e. that 
the patient becomes impotent because he 
regards penetration as an aggressive-sadistic 
act towards the women—an act he wants to 
avoid. On the other hand, impotence as such 
is also an aggressive act against the women: 
“He excites expectation in her and then dis- 
appoints her.’ This aggressive implication of 
the symptom seems to L. Salzman (1962) and 
other members of the inter-personal school to 
be the main factor causing ejaculatio praecox. 
Menninger (1938) also stresses the aggressive 
character of impotence: ‘A common fear 
back of impotence and frigidity—sometimes 
conscious, more often unconscious—and 
common to both men and women is the fear of 
injury to, or being injured by the sexual 
partner. Such fears betray sadistic phan- 
tasies.’ Fenichel (1945) reviews all the above- 
mentioned assumptions but adds the factor of 
feminine identification found in these patients: 
“Feminine identification plays an important 
part in the psychogenesis of more stubborn 
cases of impotence.’ Bergler (1951) regards 
impotence as a symptom which expresses 
masochism. This is consistent with his general 
view, as he considers all neurotic manifesta- 
tions to be based on a masochistic conflict. 
More specifically, any such manifestation is, 
in his opinion ‘...merely a “rescue station” 
from the unsolved masochistic relation to the 
giantess of nursery (the mother)’. Menninger 
(1938) considers impotence to be a diagnostic 
entity belonging to the hysterical-conversive 
syndromes: *...strictly comparable with the 
hysterical paralysis of the leg from shell- 
shock', whereas Fenichel (1945) regards it as 
a symptom which may accompany any 
neurotic ailment: *. . . disturbances of potency 
are found as accompanying manifestations of 
all neuroses.’ 

This survey of the literature shows that the 
different authors did not object to the original 
assumptions of Freud and Ferenczi but rather 
tried, each in his own way, to clarify me 
tional aspects. Yet no one studied the specia. 
constellation causing specific persons Ma 
‘choose’ impotence as their symptom. In this 
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sense the problem raised by Freud (1912) 
remains unanswered: ‘There is one principal 
objection to raise against this doctrine: it does 
too much; it explains, Why certain persons 
suffer from psychical impotence but it makes 
it seem puzzling that others can escape the 


affliction.’ This problem is the main theme of 
the present study. 


MANIFESTATION or THE SY. 
Sixteen of the 
impotentia coeundi, 


MPTOM 
patients suffered from 


Nineteen of t i 

with motes a te pe Fx CT 

a v An 
É ae Practitioner, as ten 
mplaineq mies s deer 
Various disturb- 
Very early in the 
Symptom of 


i hei i 
entióned_;n n7 main source of 


sin this A 
ed whose first im Study no patients 
Course 


otence ap d 

peare 
Some other Syc etherapy under- 
at Yehopathology. It 
Seven Of the patients 
making them im- 
Bae Med their wives, 
ue erent Teasons (diffi- 
tfo ents’ attitude etc.) 
9r this Symptom Ti 


Patients co 
ances, eg. 
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METHOD AND FINDINGS 


All twenty-five patients passed an intake 
examination of about five sessions (which is 
me average intake examination of new patients 
ü the Psychiatric Out-Patient Clinic of the 

adassah University Hospital). 

* wid half the group did psychological tests. 
a zs tests are not routine procedure, being 
ut ted in cases where findings additional to 
ex E derived from the clinical evaluation are 
“cher Most of the patients received indi- 

urati Or group psychotherapy of varied 

ion, ranging from ten sessions to three 
years, 
a clinical material was broken down into a 
did he of headings and each of the authors 
thoseh. Work-up of his patients according to 
anal ae The material was discussed and 
ko 2h by all three authors in many sessions. 
On, tl e total clinical material and informa- 
or e following four aspects were selected 

AR es investigation: (1) patterns of 
a) a > 2) attitudes towards women— 
( ifest attitude; (b) latent attitude; 


attit 
igures, ude towards men; (4) the parental 


ti 


Si (1) Patterns of behaviour 
hori of the patients were described by 
trying E in as well-behaved, polite, and 
eir dise please. This attitude characterized 
niinus, ii as well as their work. They were 
required. industrious and worked more than 
da ek pattern of behaviour was found in 
ing? as th lons to the therapist—polite, * obey- 
Teceivin ough trying to avoid being a burden, 
Striking p Politely every interpretation. It was 
E. they tried to please the therapist, 
Understand, ate progress in treatment, to gain 
Many a ng. This behaviour, though similar 
lacked the Spects to compulsive behaviour, 
© latter ee and aloofness typical of 
Tamatic. Th heir attitude to people was 
Usually «po ES made friends easily, were 
Sthers, They 5 amaritans’ and ready to help 
Sy had y talked a lot and often told jokes. 
> therefore, the necessary skills for 


45 


forming superficial social relationships. Their 
sentimentality was often romantic; they 
tended to be impressed by nature and art, and 
tried their hand at writing poems. 

All of them had great difficulties in the 
overt expression of aggression. Since all their 
interpersonal technique was based on the self- 
image of pleasantness and goodness, any 
expression of aggression ran against the grain. 
This inability to express aggression was 
striking in therapy—some of them could not 
do it after over two years of treatment. 

The outstanding fact was the great dis- 
crepancy between the way the patient behaved 
during therapy and his stories about his 
behaviour in everyday life. The therapist had 
before him a passive man, subservient, lacking 
gressive manifestations, and continu- 
ously trying to please, while the patient's 
stories described activity, cynicism, daring and 
self-assertion. It was as if the impression the 

atient was trying to convey by his stories 
were: ‘Don’t think 1 am really as you see me. 
Iam pleasant and co-operative because Iwant 
to get well but I can also be. . Ti 

The other nine patients presented another 

attern of behaviour. They are described as 
introverts, suspicious and with few social 
relations. Three of them were even diagnosed 


derline cases and one as a paranoid 


as bor l | as 
personality. Concerning their interpersonal 


behaviour and their relation to the therapist, 
we found two groups: four manifested to the 
istas wellasin society that same passive, 
servile attitude, whereas five tended to be in 
continuous conflicts stemming from the basic 
feeling that they are rejected and taken 
advantage of. Two of them showed overt 
hostility to the therapist, two were haunted by 
suspicion while one was apathetic. In spite of 
the differences in their overt behaviour, there 
seem to be some characteristics common to all 


all ag 


therap 


the patients: . 

(a) Their past history shows patterns of 
action different from their peers. They had 
little interests in sports, excursions, youth- 

oups or physical activities. They were rather 


the ‘perfect student’ type; to the extent that 
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tel fll, they we nt wih 
i otivated more b 
their constant need *to be correct’ than b shy 
genuine inner desire of their own. iio 
(5) A drive to impress others by their 
intelligence, even beyond their natural ca a 
cities. Their anamneses too show that inteles 
was the tool used to gain admittance into 
society. Though this would seem a trait 
common to all students, we found it also in 
patients who were not students. When we tried 
to analyse possible latent reasons for their 
behaviour, it struck us that these patients live 
with a persistent feeling that they have to 
‘prove their abilities’, to compensate for their 
deep feeling of inadequacy, and the fear that 
their weakness will be discovered by their 
mates. They tried therefore to prove to them- 
selves and to their surroundings that they were 
worthy and good, though some of them gave 
up the battle, resigning themselves to detach- 
ment and projective accusations. All felt they 
were merely actors in their adult role; deeply 
within themselves they feel childish and un- 
manly. Some of the patients who underwent 
intensive psychotherapy gained insight into 
these pathological traits. 


(2) Attitudes to women 


As the symptom manifests itself during the 
relation with women, it is obvious that this 
indicator of the subject's behaviour and atti- 
tude is of paramount importance. Beyond the 
overt behaviour we sought the underlying 
currents characterizing these patients' latent 
feelingsand images about women and relations 


with them. 


(a) Manifest attitude 

In none of our patients could we find a 
normal and adult relation towards women. 
They were unable to form adequate mature 


love relationships. 
As regards the manifest attitude toward 


women, three groups could be defined. - 

(i) * Don Juan’ behaviour (eleven patients): 
They have many short-termed relations with 
various women. They have developed *tech- 


AND A, KAPLAN-DE-NOUR 


vd pe Ne pon. women and are 
often sho a in the therapy sessions. Most 
ismerelya fie early that approaching a woman 
tional ane agen Step, deprived of any emo 
their ER and intended only to prove 
themsely, SMY- They have to prove it t0 

es as well as to their surroundings 


Y towards the latter group. 
© woman (eight patients): 
Y are inferior to the woman 
me to be strong, mysterious 
tying occasionally to revolt 
> they at the same time con- 


m I behavin T 
dependent g as I should? 


€xpectationg 
look forwarg 
relations sex 
avoidable burg, 
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j pers carnal „spiritual 
in A 
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he Other | 
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(b) The latent attitude 
Though the overt ways 
of 
we could nevertheless c. stat AViour SUM 
ize ied, 


tent attitude in most 
la of the Patients, poon 
* Most 
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striking is their latent image of sexuality. They 
Ls the sexual actasa duty to be fulfilled 
ET male for the sake of a lusty, sexual 
bees Ls has „the right to be sexually 
helping , he male s task is just to be the tool 
enjo sa tp female to gain her aims. His 
e a ena sexual satisfaction are not to 
Siti thi Dg. He has to perform the sex act 
lier aL S duty whatever his feelings and 
plete e out it might be. We find here a com- 
TT of the usually accepted socio- 
Possess outlook which regards the male as 
to be e sexual desires and rights that have 
erself = by the woman, even though she 
he en leves no satisfaction. In their view, 
Cities io; E. to demonstrate his sexual capa- 
not ius T female repeatedly, otherwise he is 
Syes, b s Masculinity is measured, in their 
Mention the ability to be sexually active. As 
Woman p. already, sexual satisfaction of the 
ten id the aim of their lives. We therefore 
Stage rived in the course of psychotherapy at 
they rion the patients ‘discovered’ that 
Obligati their own rights, that there was no 
Aeir cd on them whatsoever to approach 
Urge to du When they themselves had no inner 
Dever ae So. As one patient put it: ' Funny, 
eall of wet of it beforehand but it struck 
Vening $a sudden that when I am tired in the 
Dot to MAR home from work, I may es 
appen “pproasy my wife and nothing wm 
don’t De me; after all, I have my rights too; 
Stage of « We had the impression that this 
Swallow Tevolt* was the first indispensable 
Clinica] s nouncing the forthcoming spring © 
™provement. 
bei en patients not only regard the woman as 
in e 9Bically the one who should be gratified 
lusty act, but in their fantasies women are 
Net fant raping, the male being the victim. We 
> asies of vagina dentata, rape fantasies 
Heat E of women who, presumably, mal- 
Tor m male in a Stalag-like way. In per- 
o7 ay: the act, these men are often terrified 
the A aale genitalia and are attracted only 
2 le male breasts, To mention oneexample: 
beco nt who liked swimming in the sea would 
© panicky when approaching the dark 
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stains in the water (where the rocks near the 
surface) or whenever his feet were caught in 
sea-algae. In the course of psychotherapy it 
became evident that these fears were a dis- 

lacement of his primary fear of the female 
genitalia (the black shadings and the algae 
representing the pubic hair). 

The latent attitude found in most of the 
cases shows a profound dependence on the 
female who is identifed with the mother 
(cf. Abraham, 1917). Many seem to be looking 
for the pre-Oedipal mother; the sexual inter- 
course being the tax they have to pay for 
obtaining their real aim—the non-sexual 
childlike relation with the woman/mother. 
The impotence may occasionally mean: * You, 
the woman, must prove to me that you are 
ready to accept me as I am, devoid of male- 
sexual potency." 

In the latent as well as in the manifest 
behaviour there is the continuous need to 
obtain the woman's approval in all spheres of 
life and to stay in her good graces. We were 
faced by the question whether this search 
for acceptance and approval is primary or 
secondary, e.g. the impotent, because of his 
impotence, feels debased and inferior to the 
woman and might try to compensate by 
proving himself to and being accepted by her. 
Therefore all the attitudes described above 
might be reactive to the symptom and not 
primary. Trying to trace back the roots of this 
attitude in their interpersonal relations, we 
could prove that it was definitely apparent 
before sexual activity ever started, indeed 
before they had a hint of their being impotent. 
Many of the patients reported clearly how, as 
children and adolescents, they had the urge to 
please girls and women, to prove their capa- 
cities, their talents and their abilities. The 
efforts, however, as already mentioned, did 
not take the form of competing at masculine 


activities like sports, etc. 


(3) T! he attitude to men 


In the majority of the cases (fifteen) the 
nt's concept Was: ‘Men are strong, and 


tie 
p? hem.’ They try to avoid any 


] am not like t 


48 


clashes with other males, especially with 
authoritarian figures. In the other ten cases the 
predominant trend is rivalry with other males, 
inanattemptto outshine them. All the patients 
conceived males to be strong and aggressive, 
the male world—a world of *homo homini 
lupus’. They do not think of themselves as 
belonging to this sort of male since they feel 
inferior to other males. To this feeling some of 
them react by lapsing into passivity, whereas 
others try to compete desiring to assert their 
position amongst males. Some expressed their 
feeling of inferiority by mentioning their 
belief that their sex-organs were smaller than 
those of other males. Common to all patients 
was their concern about their intellectual 
achievements. They tried to prove all the time 
that they were superior to other males— 
competing not in their physical but in their 
intellectual qualities. 

Though the aspect of latent homosexuality 
in the impotent is often stressed in the litera- 
ture, we could not find sufficient evidence to 
support this. Two patients out of the twenty- 
five mentioned some homosexual experiences 
during adolescence. In a few patients homo- 
sexual trends were discovered in the course of 
psychotherapy, but we did not gain the im- 
pression that there was anything Specific to 
these trends as compared with any male 
neurotic undergoing psychotherapy. The indi- 
cations are that there is a disturbance in 
masculine identification manifesting itself in 
competition, jealousy and fear of more power- 
ful masculine figures—which is also Gu of the 
latent homosexual. Why some patients choose 
homosexuality as the means of solving their 
conflicts, while others ‘prefer’ impotence 
could not be ascertained from this study. 


(4) The parental figures 

Since we saw none of the parents of 2 
patients, we must construct the parenta T E. 
as described by the patients. This gives ee 
ipso our patients’ subjective attitude to "i 
parents. These patient-related figures apps A 
to us to be of much greater importance 
the parents as they really were- 
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(a) The mother 


Two of our patients’ mothers died when the 
patients were very young (2 and 3 years 
respectively). The children were brought up by 
aunts. A third patient was deserted by his 
mother at the age of 5, and he remembers het 
having been a prostitute. The mother of the 
fourth patient died when he was 12 years 0 
age, and though by then he was no longer 4 
very young child, the patient insisted that he 
had no memory of her whatsoever. The re- 


maining twenty-one patients described theif 
mothersin the followin 


described as protective and 


the household, 
followed by hus 
other hand, 


according to the 
elong to different 


Protective ang Ovin 


L pampering ? B 


man as 
} but NS y of them 


aneously often ex- 
there was an over- 


ce. > 
Mother’s love had a definite 


` any of the patients 


must compensate 
ampleness of her love and 
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eo felt guilty at not having been 
Bene t her for it. Taking a step against 
committi wish or without her consent meant 
the im ing treason against her. We gained 
bpon that many of these mothers 
Tepeated this feeling by asking their sons for 
Over and expressions of love, or by repeating 
themsely sd how much they were sacrificing 
that the es for their sons. Some patients said 
asa tied expected physical expressions 
Tacin me of their affection for her, e. em- 
doi oe l 
could Ed n many of the patients 
this probl etach themselves from the mother, 
culties q EID becoming the core of their diffi- 
Clearly: rae that period. Some would say 
™e tight mother didn’t let me go. she held 
ving i she imprisoned me'; some continued 
of 30, gether with the mother after the age 


x dd of patients reported about 
le tm fantasies concerning the mother. 
Sharply y expression of this drive contrasts 
Verage io the findings in the case of the 
esitant fang patient who would be very 
ities expressions, At least, in the 
ome 8 of treatment. 
Bios ee ats described provocative-sexual 
Whose Ee on the part of the mother, e.g. On 
in her Other lay next to him daily, clad only 
Vv aq rear. 
miey ee Patients showed strong depen- 
late wien vis-a-vis the mother or her surro- 
any cases Fr ambivalent feelings. In 
Imself wh, € patient seemed to be asking 
Or Whethe ether his mother really loved him, 
* pupp T She merely wanted to keep him 25 
her on ers her rein in order to satisfy 
Psychothe eeds—not his. In the course ©. 
Where the Tapy the patients attained a state 
Concern; >, ould verbally express their doubts 
Ing their mothers? love. 


9 The father 


The f, 

le followi 

$ imgushes: groups of fathers could 
Ine H 

Pathe patients described their fathers as 


tic and reject; 
4 ejective, not interested in the 
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welfare of the son, his education or his 
development. In many cases this lack of 
interest extended to all aspects of family life. 
Some of these fathers left home permanently 
or for extended periods during the infancy of 
the patients. These patients considered their 
fathers as being detached and unemotional; 
no meaningful mutual relationship ever 
developed between father and son. One 
patient mentioned that he remembers once 
criticizing his father for his being disloyal to 
his mother and the father answering: * Mind 
your own business, you are not my son.' The 
patient added * This was the attitude he always 
me.’ Two patients said that their 
rimitive, and they felt ashamed 
of them. Another patient thought that his 
father had always been ashamed of him. Yet 
another quotation from a chronically physic- 
ally ill patient: * My father treated me as one 
to be pitied, to whom one is supposed to offer 
a present at every feast—just as one occasion- 
ally throws à bone to a dog.’ 

(ii) Nine patients related that they had 
always been afraid of their fathers. He was a 
brutish, aggressive fellow, hitting in a sadistic 
way.* Even when the evidence showed that 
the father was the passive-dependent figure in 
the family set-up. the patient would say: Yes, 
he was afraid of my mother, but in relation to 
me, the weak one, he always tried to demon- 
strate his strength." It should be mentioned 
here that two of these nine fathers were 
Mohalim (ritual circumcizers) by profession. 
The fear Was described by one of the patients 
thus: «When father came home, there was 
always shouting and quarrels. Whenever I was 
playing and feeling at ease, I had to be afraid 
that father will return home, and then all the 

leasant feelings will be gone. It is the same 
feeling you have when you sleep Yam a woman 
and suddenly a stranger drops in. . 
(iii) Three patients referred to their fathers 
elevant psychoanalytic literature only 
could be found mentioning the 
‘This father was a crazy person 
his boys with a horse-whip. . .” 


had towards 
fathers were p 


* Jn ther 
one reference 
atient’s father: 
who brought up 


(Ferenczi, 1916) 
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as ‘weakling’, ' poor fellow’, etc. They showed 
no emotional attachment to him whatsoever. 

(iv) The four remaining cases were each 
specific in a different way: 

(A) The father, a surgeon by profession, 
died when the patient was 6 years of age. The 
father remained in the patient's memory as 
*one who cuts-off limbs'. It does not seem 
probable that the father really allowed the son 
to be present during operations. The mother 
remarried, and the patient expressed re- 
peatedly his hatred of his stepfather, much of 
it paranoically tinged. 

(B) The father died when the patient was 
34 years of age. The only two memories the 
patient had of him were of being rejected by 
him. Many phobias from which the patient 
suffered were revealed, during the course of 
therapy, as being based on displacements of 
fears of the dead father. 

(C) Thefather died when patient was 3. The 
patient was then raised by a brutal and violent 
uncle. 

(D) Fatherlefthome before patient was born. 
For many years the patient tried to contact 
him, the father rarely reacting to his efforts, 

Common to the father's image were the 
following features: 

(A) Not a single patient spoke of his father 
with a loving and warm undertone. Every 
mention of him was characterized by hatred, 
belittlement, rejection or apathy. Many 
accused their fathers of being the cause of all 
their ailments. . 

(B) There was hardly any emotional re- 
lationship between fathers and sons. Though 
overt clashes were rare, the most striking 
finding was the mutually cold and formal 
relationship. In one case, father and son = 
only during meals, and then spoke to eac 

ther only in Latin! 

i (O) When patients reached an eit 
stage of therapy, an extremely ambiv ed 
attitude toward the father could be foment 
On the one hand they wanted to a ee a 
him and his masculinity, on the other m 

they felt discouraged in those efforts, regar ux B 
them as doomed to failure from the very start. 
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The father was so far and so detached that the 
hope of reaching him was practically nil. 

(D) Both overtly and covertly the feeling 
Prevailed that the father was either frightening 
9r not interested in his son. Though many 
patients tried to ascribe this feeling to the 
realistic attitude of the father, we gained the 
impression that it constituted a kind of 
irrational fear in the patients who were—i? 


part at least—reacting to fantasies and latent 
desires rather than to real facts. 


Discussion 
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or cp m that prevent the sexual act 
praecox). s normal course (e.g. ejaculatio 
Th : 
shows ien hae structure of these patients 
Sexual sphe eir conflict is not limited to the 
all nane only but spreads out to include 
all pliere An overt wish to act as a male in 
Is aa socially, creatively, etc. 
and fears, hi = by deep-rooted inhibitions 
conscious n ering the fulfilment of these 
1$ not onl ishes. The impotence, therefore, 
Personality bes xual but extends to the whole 
üt there is a E: only sexual ability is deficient 
and psychos definite lesion in psychosexual 
aia identification as a 
Nat . 
"ton exp: this lag in masculine identifi- 
Other dcs aiia itself in the relations with 
Patient of E well as with females. A typical 
ale amon his kind does not feel himself a 
teling Shea males; he is persecuted by the 
Ndowed wi they’, the ‘he-men’, are beings 
Possess, Hi ith special features he does not 
of competiti overt attitude towards them is one 
at them ai and envy, but covertly he looks 
adults, Whee down-up, like a child among 
incompeten may explain the hidden feeling of 
Socia] Án, as expressed in the realms © 
© profou ity and work, which accompanies 
to women nd feeling of being unable to relate 
mai ta other males do. The latter feelings 
Patients Fight and, as mentioned, the 
tempts E er from one another in their 
ming t Soyer their basic emotional short- 
aturally virile facade. 
ion finds the defect in masculine identifi- 
a. es mainly in the 
already Ae: women. Besides everything 
ne Wishes dar concerning this parameter. 
at the wo ay that the impotent does not look 
Male but ams from the standpoint of the adult 
tween ihe ] that of a child. The discrepancy 
Nd the Pies 1 of emotional development 
I5 immat: ological age manifests itself in 
On the ¢ ure perception of the female figure. 
other motional level she is the pre-Ocdipal 
» yet sexually he recognizes her as 2 


Sexy, s 
al object, the end result being that he 
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perceives her as the young boy would—were 
he to be aware of her sexuality. This may 
partly explain the impotent's feeling that 
female sexuality is frightening, dangerous and 
‘devouring’. These deep-rooted fears stem 
partly from oral-incorporative fantasies. The 
fantasy-life of these patients and their dreams 
demonstrate the fears of being swallowed and 
destroyed by the female. An example: A 
atient who dreamt repetitively about a dog 
showing its big ope? mouth full of frightening 
teeth—as if ready to swallow him. In his 
associations this meant the female vagina. 

Deep within themselves these patients 
recognize only one female figure—i.e. the 
mother, and are looking for her replica in 
an. This mother, it seems to us. is 
the pre-Oedipal asexual mother. In their 
relations with women they are eager to renew 
this infantile, non-sexual relation. As stated, 
we got from a number of patients à clear 
statement concerning women: 'She should 

rove her love to me by her readiness to 
accept me in spite of my sexual inability." 

The reason for the defect in masculine 
identification should be looked for mainly 
in the realm of the mutual relations between 
the patient and his parents. We previously 
described the relations between him and each 
of the parents separately. Though we could 
find some characteristic pathological traits 
in the mother-son relationship, it cannot be 
assumed that this relationship is definitely 
pathogenic. The overprotective, dominant, 
* friend-like’ mother is not rare, and onecannot 
ascribe definite pathogenic associations to 
each of these traits or their sum. Nevertheless, 


d like to stress again the definite 


we woul ] 
seductive and demonstrative needs of many 


of the mothers in our group- 
Contrary to this, the son-father relationship 


is certainly pathogenic; we mentioned already 
the hating, à athetic or accusing attitude of 
the sons to their fathers. Most patients showed 
emotional detachment from the father, feeling 
that the latter had no interest whatever for the 
ue either to the father's passive, un- 
attitude to the whole family, or to a 
4-2 


every wom 
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specific lack of interest in the patient, or to his 
brutal, rude and egotistic ways). Among the 
few studies of the importance of the father- 
figure for the development of the child, 
Maurice Rosenthal's paper (1962) seems 
relevant to us. He assessed the father-figure of 
405 boys who had been examined in an ado- 
lescent clinic, and divided these fathers into 
six groups. One of these groups is called ‘cold, 
distant and neglectful’. Rosenthal comments 
on these ‘...the problem associated with 
them included more of a neurotic inhibitory 
variety’. In the discussion he adds: ‘These 
inhibitory problems are also consistent with 
the view that, when the father is inaccessible, 
the child will be thrown together much more 
with his mother. For the boys this might make 
for increased feminine identification which 
should be compared with the development of 
problems such as these.’ 

The crucial importance of the father in the 
normal male development was stated by Lidz 
(1957): ‘A father figure, albeit simply the ideal 
of a father-figure which (he) can follow in his 
emotional development is essential—a father 
who is a representative of the outside world 
and who can get along in it without being 
overwhelmed, and a father who can show the 
way in relating in a masculine way to the 
mother, to guide the boy in the difficult turn- 
about from being a child dependent on a 
mother, to becoming a man who can permit a 
woman to be dependent on him.’ 

Finally, let us try to build up a presumed 
schematic reconstruction of the early develop- 
ment of the typical impotence patient: 
Already in the oral state there seem to be dis- 
turbances, and clearly so in the later stage, 
when object relations crystallize. The informa- 
tion we could gather concerning these stages 
is poor, but we do have some hints: (a) fan- 
tasies and dreams express oral-incorporative 
fears of the woman (the mother); (b) excessive 
attention is being paid—in thought and in 
sexual habits—to the woman’s breasts; Og 
deficient ability in establishing emotion] 
normal object-relationships with people Sd 
especially with women. Further researc 
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be necessary to elucidate these early disturb- 
ances more clearly. This child, deficient in his 
ability to form object relationships then grows 
into the oedipal period and finds here ? 
typical constellation: a mother who wants him 
to be near her, at the same time being dominant 
and seductive. By that behaviour she rein- 
forces the natural attraction felt by the son to 
his mother at this Stage of development. The 
father appears as a detached, distant, apatheti¢ 
or frightening figure who does not allow the 
child to identify with him and thus develop his 
cet masculine identification. The proximity 
mier together with the distance 9 
ces eal Prevent the natural subsiding © 
meros anxieties of this period. caused by 
d s wishes and castration fears. The 

may even develop the illusion that he i$ 


: à 
7 The oedipal 
E and especially thé 
ainly irrational. They 
Be to any kind of threat 
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bu Built-feelings. In 
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«the im eed As Fenichel (1931) says 
EE es LEAN E half of 
develop S complex caused the other half to 
tions” A1 all the most grotesque propor- 
their liber c. all patients showed fears of 
rases the ^ overt or hidden. Though in some 
Ttightenin — must have really been a 
impression gure, in others we gained the 
Teality but that the fears had no basis in 
reutralizin were rooted in the lack of the 
fact that 3 father. This explains the curious 
ears of his * asionally a patient would express 
i et though on the other hand he 
n Teality, Nat, him as passive, weak or absent 
When the ver exl under such conditions 
B missing. asis for masculine identification 
Ather can cs normal identification with the 
Patients is t evelop. Characteristic of these 
artial g == fixation at the oedipal level, 2 
Masculine. a forward towards a positive 
attain i lentification, foiled by an inability 
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SUMMARY 


The clinical findings of twenty-five patients 
suffering from impotence inallits forms were sum- 
s were examined by the 


marized. These patient 
sychiatrists at the Psychiatric Out-Patient Clinic 
of the Hadassah University Hospital, Jerusalem. 
sented under the following 


The material was pre 
f behaviour, the attitude 


headings: patterns O 
towards women, theattitude towards men, and the 


relationship with the parents. In the discussion we 
tried to assess the development of the personality 
and the impotence symptom in the light of these 
common features. We concluded that the dis- 
turbance is not limited to the sexual sphere only 
but includes the total personality which is an 
*Impotent Personality’. 
The basic failure is in the masculine identifi- 
cation. The cause of this failure appears to bea 
specific disturbance in the oedipal stage occurring 
when a specific type of child (previous disturb- 
ances) meets à specific constellation in his relations 
with his parents. The father, in particular, was 
The attracting mother and 


found to be pathogenic. 
father do not enable the child to 


ther with the deficiency in the 
her, prevent a normal 
the gaining of 


disturbance, 
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The Marke-Nyman temperament scale: 
an English translation 


Bv ALEC COPPEN* 


The 
(M, T ida ar Temperament Scale 
mensions be devised to measure the di- 
Swedish Psy personality described by the 
Henrik Uie Sjobring. 
hair of Sere (1879-1956) occupied the 
dis i latry in Lund University until 
Personalit: ent in 1944, and his work on 
although Page and is, influential in Sweden 
candinavia, ideas are little known outside 
ifficulty a This is partly because of the 
Obscure Sy translating his, at times, rather 
Sieger i and also because the basic 
Ebo s, a ihis eon Seamer philosophical 
British ami d very different from modern 
Patholog anis psychology and psycho- 
intor jóbring considered that the most 
analysis Ton in psychology Was the 
Xperience M understanding of subjective 
e Sens by introspection, observation an 
Rin Patients ar participation in the minds 0 
mind tae and normal subjects. He saw the 
Trey Dd GOhlinuous process of apprehending 
tolve (hem, He and solving or attempting to 
and he d : € Was basically a constitution’ 
Ogical mea an elaborate neuropliysio" 
Imension el underlying the psychological 
‘Ogical m : i described. This neurophys!” 
n this odel is too elaborate to be describe 
Ld a but the most comprehensive 
Sjébrin "s English of this and other aspects of 
a work is by Nyman (1956). 
Pated a er, Sjébring in many ways 
Personalit, multidimensional approach 
modern y which has been propounded by 
Cattell | arem e such as Eysenck OF 
Saratas distinguished between norma 
on, which is genetically determined, and 
Unit, Medical 
West Park 


antici- 
to 


* 

e, eüropsychiatrie Research 

os arch Council, ‘Greenbank’, 
pital, Epsom, Surrey, England. 


lesional variation resulting from traumata, 
infections and other pathological causes. 

Sjóbring described in great detail the di- 
mensions of personality which he considered 
necessary to describe personality adequately. 
These personality dimensions are as follows: 

(1) Capacity. This corresponds to intelli- 
gence and this will not be described further and 
it is not measured in the M.N.T.S. 

(2) Stability. This dimension is similar 
to some extent to Eysenck's extraversion- 
introversion. The substable individual is 
described as naive, interested in his fellow men, 
frank, open and weakly integrated. The super- 
stable individualis clever, cold and unmovable 
with an abstract and highly integrated mind. 

(3) Solidity is a dimension related to 
maturity. The subsolid individual has few well 
d crystallized habits; he is im- 
pulsive, versatile, weak and changeable in his 

pervalid individual is rigid, 


sistenl. 

(4) Validity 
energy: The su 
routine, easily tired, 
meticulous; the superva 
prising, independent-min 
large perspectives. 

These dimensions are considered to be 
orthogonal and there are innumerable ways in 
which these qualities interact. Cerebral lesions 
may occur and alter the basic personality or, if 
severe enough, produce specific psychiatric 
syndromes. Tt should be borne in mind that 
these qualities are not simply semantic anti- 
theses but were deducted from Sjóbring's 
neurophysiological model. * 

Sjóbring based his assessment of personality 


oncareful observations and interviews with the 


is a dimension of effective 
bvalid individual is bound to 
cautious, tense and 
lid is lively, enter- 
ded and capable of 
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patient and it is probable that he would have 
been somewhat sceptical about attempts to 
measure personality by means of pencil-and- 
paper tests. However, there are many advan- 
tages in this type of test which is simple to 
administer, free of observer bias and easy to 
quantify. The present work describes the 
results found on normal and psychiatric groups 
of an English translation of the questionary 
constructed by Marke and Nyman to measure 
the personality variables described by Sjóbring. 


CONSTRUCTION OF QUESTIONARY * 


This is described in detail by Nyman & 
Marke (1962). One hundred questions were 
devised to measure the three dimensions of 
Validity, Stability and Solidity. ‘Super’ and 
*sub' varieties of each dimension were indi- 
cated by ‘yes’ and ‘no’ answers in equal pro- 
portion in order to avoid the effect of a bias 
because of a tendency to say ‘yes’. These 
questions were then given to nine judges, who 
had had a psychiatric training and were 
accustomed to the psychology of Sjóbring. 
They were asked to indicate which extreme 
varieties were indicated by a ‘yes’ answer for 
each question. Partly according to the agree- 
ment between the judges and partly according 
to the differentiating powers of the separate 
items as found in pilot studies the original 
scale was revised and the final questionary 
consisted of sixty items, each dimension being 
represented by twenty items. Each dimension 
was scored by summing the individual 
responses on each item. The split-half reli- 
ability of the test was 0-75. ; 

The English translation was made as literal 
as possible, but every attempt was made to 
express the questions in colloquial and readily 
understandable English. d 

Normal subjects and groups of patients 
suffering from depression, neurosis and 
schizophrenia were given the English version 
of the M.N.T.S. together with the Maudsley 


* A cyclostyled copy of the translation is 
available from the author. 
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Personality Inventory (Eysenck, 1959). The 
normal group is not a representative sample of 
the general population but was drawn mainly 
from the relatives of patients attending 8 
Surgical outpatient clinic of a General 
Hospital. The three psychiatric groups were 
attending either as outpatients or were in- 
patients of psychiatric hospitals in the London 
area. In these cases, the diagnosis was made by 
the consultant in charge of the case. 
Phe Proportion of patients suffering from 
Pression were tested on admission and later 
after recovery to measure the effect of clinical 
change on their M.N.T.S. scores. 


RESULTS 
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Table 1. M 
. Means and standard deviation (S.D-) of normal Swedish and British subjects 


and British psychiatric groups 


Solidity Stability Validity 
Age oS 
Mean S.D. Mean sp. Mean S.D. 


Gro 
Male up n (years) 
5 32 13:2 3:9 


Norm à 
al subjects (Swedish) 179 1624 103 39 
t jd S4 128 34 


orma’ d 
ores ects (British) Q 30 94 3 
chizophrenia aj 468 ude 33 got 33. . 80** 60 
Female 17 ass 10 3? ee BST ORES 

Norm: 

al ; 
En werd — HM mo is 3€ 38 27 ns 057 
tad ee 2 a Be TS aq 4220 Al 
Spressi 45 da 105. 23 q5* 36  61'* 40 
Chizo ue > u 463 109 30 8g1* 35 65** 42 
phrenia 60 38:6 108 26 g4* 34 $4** 45 

xe P < 001. 


Difference from normal subjects: * p < 0:05; 


Solidity 


ay 15 
E] 
g 10 
3 
B 5 
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10 
5 
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M.N.T.S. scores 
Fig. 1- 
Subi : | ! | 
ines in the south of Sweden. The correla- normal subjects. The M.N.TS. is also being 
are gem the dimensions of the M.N.T.S. administered to American subjects and it has 
Res similar to those reported by Nyman & been translated into Freach and it will be of 
cult e. We can therefore conclude that the interest to see how American and French 
Fen differences between Sweden and scores compare with British scores. Although 
and and the translation from Swedish into we confined our results to British-born subjects 
we have administered the M.N.T.S. to West 
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Table 2. M.N.T.S. before and after. clinical 

recovery in twenty male and forty-two female 

patients suffering from severe depression 
(Mean score) 


Clinical state — Solidity Stability Validity 


Depressed 11-0 8-2 T2 
Recovered 11:2 6:8* 8:9* 
Normal subjects 10-1 6:9 12:4** 
Depressed/re- 0-62 0-60 0:54 


covered test 
re-test correla- 
tion 


* Difference between depressed and recovered. 
P «0901. : 


** Difference between recovered and normal 
P «0901. d 


Indian, African and Asiatic subjects in this 
country and it appears to present no diffi- 
culties. Indeed, it seems probable that it could 
be translated into non-European languages 
such as Gujarati with few modifications 
(C. Shah, 1965, personal communication). 

A personality test and the theory of person- 
ality on which it is based must be judged by 
the effectiveness in which it carries out its 
assigned task. Different disciplines will need 
to describe and classify personality for different 
reasons. For example, a psychiatrist will wish 
to discriminate between normal and psychiatric 
groups and he will wish to see if these aspects 
of personality are correlated with other bio- 
logical factors of importance in mental illness. 
The present report shows that the English 
version of the M.N.T.S. is effective in dis- 
criminating between psychiatrically ill patients 
and normals. Psychiatric patients have very 
significantly lower validity scores and higher 
stability scores than normals. The M.N.T.S. 
seems less affected by changes of clinical state 
than the M.P.I. (Coppen & Metcalfe, 1965) and 
even after clinical recovery patients suffering 
from depression have very significantly lower 
validity scores than normal subjects. The 
M.N.T.S., however, does not appear to dis- 
criminate between the different diagnostic 
categories of psychiatric patients. There are 
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correlations between M.N.T.S. and psycho: 
somatic conditions. Women with the pr 
menstrual syndrome have significantly lowe! 
validity scores than women without thes? 
symptoms (Coppen, 1965). Bagge (1964) found 
stability and validity (rated clinically) signif 
cantly lower in women with cystic glandulaf 
hyperplasia of the endometrium and thet 
f tability was negatively correlated with bod} 
ender & Nyman (1956) in a carcf" 
oe the interrelations between psycho” 
$ a a endocrinological factors 3? 
E ES < In young men reported that validity 
stability ^D correlated with body muscle am 
sead negatively correlated with body 
tively corri = They found stability was ne 
17-hydroz ye a th the urinary excretion ° 
ti A nt In the latter studies 
ratings, Y assessment was made py clinica 
Th istous 
relations With, may have meaningful cof 
with mental illness a i Personality associate 
955 and with other biologic 


Table 3, Interc, 


orrelations of M.N.T.S. 
and M.P], 


Stability e a Controls 
Validity d z 
a 0-44 ** — 
Neuroticism N.S) — (pog. 
Extraversion a os 0-28* o-5** 
Roe —0:52%% ; note ** 
MED S 2. 
Solidi : oe 
à idity Stability Validity 
Stability K p emale Controls 
"SS*x 
Validity ES ls 
E 
f N. = 
Xtraversi S P3 
Age 05344 NS —060** 
S 0-39 E *w 10.508" 
lidi SS. N.S. 
* P «095,4, , V Stabili i 
; lit idit 
Correlation; P <0.91 y Validity 
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normal gro, Parenth, 
Broups, “Ses are those of Swedish 


The Marke-Nyman temperament scale: an 


fac 
ane 2 as steroids and body composition 
general WE. ote: conditions. The 
Sisbring’s ness of the M.N.T.S. and 
CUR ants imensions of personality, how- 
initial Vou further investigations, but the 
NTS i seem to warrant some hope that 
that are star ae dimensions of personality 
and ina wi and meaningful both medically 
wider biological sense. 


SUMMARY 


The M 
Fe ile ee Temperament Scale, which 
he personality variables described by 
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Sjóbring, was translated into English. The results 
obtained on British normal and psychiatric groups 
are presented and it is shown that patients 
suffering from schizophrenia, neurosis and depres- 


sion give significantly high scores on the stability 
and low scores on the validity scale. 
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on in twins 


By HARVEY R. GREENBERG* 


: Ina rec " 
Iscusses eer da Rosenbaum (1963) 
‘Doi s ur M of the younger child 
Sibling Hisense M: an older pre-adolescent 
© states th parental neglect or death. 
cused Shonth more attention has been 
as a parental the older child, whose function 
UPPortive a Mee is often visualized as 
VIEW of this nd helpful; a more comprehensive 
Into kai should, he believes, take 
*nitigated ‘the open and hidden attitudes of 
are simpl violence’ of the older child, which 
relieved is a function of immaturity UD- 
ata moreaq ny tempering that may be achieved 
E iolon oy age, when the sibling would 
Or child be y and psychologically adequate 
Suicidal fiy aring or fathering’. The case ofa 
Tother a boy is presented, whose 
tantly Teki "iR overprotective or mili- 
© absence pect the younger sibling in 
arental eons controls secondary to 
ose ion. 
n ad doubts that the necessarily 
Cient to ection of the older child is 
n * younger ^. eutralize aggression directed at 
Urther char other or sister. He suggests that 
Baineq en of his hypothesis could be 
Whom Ji pua the study of sibling pairs *on 
Ship». "TH has forced a child-parent relation- 
Ship two is paper proposes that in every twin- 
OWards bre exist who nature has impelled 
ay chan ild-parent relationship, one which 
of Simultar e remarkably during the vicissitudes 
, Twins WT growth and development. — 
ity in à ud ikely to infer activity and pass” 
ir paren epi sexual sense from observing 
*COenized i mating behaviour; it is also 
Ominant hat the twin frequently adopts 2 
Partner or submissive role towards his 
well before the Oedipal period (Arlow, 


* 
A a. 
York. Ibert Einstein College of Medicine, New 


1952). Orr (1941) notes 


that these roles may be perpetuated in later 
life, when another person is chosen by the twin 
to act out à dominant or submissive part. 


Twins are notoriously prone to reversal of 
roles, and rather suddenly may adopt a ‘set’ 
towards the original Or surrogate partner 
which is diametrically opposed to previous 
operations. 

The earliest perception of the parents is 
influenced by the presence of a twin sibling to 
a much greater extent than other siblings. 
Arlow (1960) visualizes the twin's first sense of 
his partner as an intruder: at two extremes, 
twins work through their rivalry by either dis- 
owning each other, or by forming a compelling 
altruistic bond. A considerable degree of 
ambivalence will temper the most altruistic or 
violently disowned twinship so that, at least 
in fantasy, there will exist an interplay of 
forces driving twins towards or away from 
each other. 

Thus, Arlow traces the daydream of not 
having a twin to the experience of sharing 
objects literally from the womb onwards. The 
only child who by renouncing his love object 
resolves Oedipal conflict, resurrects his choice 
hects the self) through the pleasant 
comforting twin. But a twin who 
1 forced upon him since infancy 
agines that aloneness will in- 
ces for securing fuller libidinal 
and may absolutely deny twin- 
ship in fantasy. ; 

Jt is more likely that twins will achieve an 
Jution to their rivalry, and go on 
e the peculiar harmony of 
bed by Burlingham (1952). 
Arlow observes that much of this altruism is 
really conditional—the condition being that 
the previous rival must accept, with the 


1960; Burlingham, 


altruistic reso. 
to demonstrat 
se descri 
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partner, separate but equal possession of the 
love objects. Since twinship can be continu- 
ously exploited by the participants as a source 
of narcissistic gain, the altruistic compromise, 
as ambiguous as it may actually be, is perhaps 
the easiest to live with. 

The exclusion of parents and potentially 
meaningful ‘outsiders’ from many of the 
twins’ transactions may develop in order to 
play down the hostility which this always 
latent intense rivalry can generate. Perhaps 
parental exclusion is implicit in the socio- 
biological matrix of twinship itself, fraternal or 
identical, with its heady promise of unlimited 
narcissistic gratification at the hands of a 
partner who is conceptualized by the twin, as 
well as the parents, as a mirror image of the 
self (Knight, 1941). Arlow aptly theorizes that 
*it is probable that all twins purchase good 
relations with each other at the expense of 
their relationships with other individuals’. 
In one of his cases, the bond of twinning not 
only considerably weakened dependency upon 
mother, but significantly interfered with other 
object attachments. 

Whatever the causes, the effects of twins 
bringing each other up are not always salutary. 
Each child, in addition to being exposed to the 
other's attitudes of unmitigated violence, must 
also face his partner's equally unchecked 
libidinal impulses, which may have frightening 
homo-erotic or incestuous connotations for 
the pair, regardless of their particular *set" of 
activity towards one another. Just which twin 
is acting in a dominant or submissive fashion, 
and just who may be identified as the * parent 
or ‘child’ at any given stage of growth, are 
dilemmas which are not resolved as easily as 
might be anticipated. The following en 
demonstrates the phenomenon of Persai 
exclusion, twin role-taking and role-reversal in 
relatively unobscure fashion. 


CASE MATERIAL 


Miss D, a 29-year-old single white Dant ces 
the member of a mixed fraternal pair of mn dm 
brother apparently was mother's favourite 
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childhood; she felt that both parents indulged his 
every whim. Despite much dissension, there wes 
no true overt attempts to disown the twinship i! 
their early days. Although the brother was dom" 
nating, overbearing and at times frankly punitive 
the twins showed no desire to be separated. Miss 
D's life was intensely bound up with her brother 
(and vice versa); she seemed to believe that st 
could not reach her parents without his mediation: 
She did well in grade school, but was shy and made 
few friends. i " 
During adolescence, a striking reversal of th = 
Positions occurred. Miss D's academic perform 
ance became noteworthy, while her brother? 
achievements remained mediocre, Mother a" 
father took More notice of their increasingly 
Miss D was less inhibited IP 
t her brother led a relatively 


h sh any covert signs of his 
€ left her jon POUght she detected, sh? 


ome, Job and closeted herself in th? 
She was convinced t 


campaign against h hat he had started a smea? 
Tumours about her ler by Spreading malicious 
She became More ee . ying sexual misconduct: 
in her behaviour Th usive, litiginous and bizarre 
brother bore the b roug Out her illness, the twit 
Pulativeness, While gp? her hostility and mani- 
Symptoms or simpl ine Parents played down het 
suffered the öst io Snored them, it was he wh? 
ee Fecognize the ith the patient, an 
x 


E 1 tent of her derange- 
© finally ar 
re became mig id iR voluntary commitment, 
Bons Througho, d Spresse, after] "aliae 
Ship to her ty; ut her Um ner hospitaliz 

x ion: 
taunting, co Character 555 D's relatio 


€mpt, ana 


rize ive 
attitude. She ih d by provocativ' 


2 a cons: TM 
Ocked h; DSistently punitive 
his attempts to iub her. It 


Not F 
es on the parental exclusion phenomenon ii 


Was determi 

With S ra s for her unconscious, the men 

Ofher Sirene had been involved before the onset 

Object were, t psychosis, as well as the delusional 

tions of the © a considerable extent, representa- 
"ina twin. 

: regulation s between these two often excluded 
childhood n and control of the parents durin 
illness, fier € and even during Miss Ds 

© possessiy rother identified with and imitated 
Sister, restrict neurotic mother; he dominated his 
nd others x her interaction with the parents 
Potectorshin ant D accepted this ambiguous 
Passive one and complemented it by adopting a 

Utuateg = tation towards him. The pattern 
adolescence ut was nevertheless kept up until 
Positions SCA dominant and submissive twin 
pendent A The brother's passive- 
man more xax gained ascendence as Miss D 
am NY of the earli ertive. Her illness recapitulated 

t the least St conflictual areas with her twin, 
h ature Sse ME of these being her pre- 

BBression a ure to his immature untempered 
and libidinal impulses. 


Tf exclusi Discussion 
i some on. of the parents regularly occurs 
t. Bhition gree in every twinship. prompt 

comes to of this phenomenon before it 
quiate me exaggerated could benefit the 
de Tt z T welfare of both chil- 
me hat Bh aR that many mothers 

wins are such excellent com 


lons th 
NS that the wisest, or merely the most 
ge a 


Assy 
Panj 
& 


e ie 
Seemingly Course would be to encoura 
ae uro self-suflicient relationship. Healthy 
m lettin oe will derive different gains 
Nsistent ^ wins bring each other up. but ! 
adult supervision is not available to 
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dren, the undesirable results 


of their confrontation with each other's ambi- 
valence, narcissism, primitive aggression and 
libidinal energy in an unprotected setting may 
be heightened correspondingly. 

Ekstein (1963), in his discussion of Rosen- 
baum’s paper, stresses the importance of 
external parental controls in keeping sibling 
ambivalence and hostility within acceptable 
limits, so that the child’s potential for violence 
can eventually be channelled into ' growth- 
producing processes". This point seems ex- 
tremely relevant to the rearing of twins. 

Arlow infers that twinship brings with it ‘a 
series of special psychological hazards '. The 

henomenon of parental exclusion appears to 
us as one such hazard, but a danger which 
could conceivably be minimized if the parents 
of twins Were stable, mature, OF at the very 
least well informed enough about the vicissi- 
tudes through which their children must pass. 


these unique chil 


SUMMARY 


hesis that the pre-adolescent 


Rosenbaum’s hypot 
ental supervision must 


who lacks adequate par ur 
bring to bear attitudes of unmitigated violence 


upon the younger sibling he is forced to raise, is 
a plied to the development of twins. It is sug- 
ested that parents are often excluded from the 
significant transactions of twinship and that, 
because of this exclusion, each twin must deal 
with the other's unchecked and untempered 
a gressive and libidinal drives, within the context 


of the alternate submissive Or dominant role- 
taking which often characterizes twinning. A pair 
ins, one of whom developed 


of mixed frater n 
a paranoid psychosis, is presented to illustrate the 
effects of the parental exclusion phenomenon. 
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Identification and authoritaria 


By DAVID CROCKETT* AND RICHARD 


Identification 
Dei ad E associated with both im- 
<n the Oedi continuing effects. For the child 
Immediate pal phase, the process leads to the 
Permitting result of resolving anxiety while 
Needs ea oe gratification of taboo 
identification. 1946). And, once in progress. 
ears, Mace will influence sex role typing 
(Sanford I & Levin, 1957), self esteem 
ition (s 55; Smith & Suinn, 1964), 
developme ymonds, 1949), and superego 
Which e (Freud, 1946). The early scene 
Parental ai otes identification is one o 
m Anna sa and aggression, exemplified 
With the iene concept of ‘identification 
(1947) has ggressor’ (Freud, 1946). Fromm 
Ponent of ie on the authority com 
est isats superego, and Sanford perhaps 
n Wicca dynamics of identification 
C Sper is a d in his statement: ‘identification 
tsis involv; esperate attempt to deal with a 
ated by fae the self. . .commonly precipi- 
Nother Ure pues or dominant actions of 
asserted alg p. 111). Abraham (1927) early 
at the identification with the 
psycho- 
vent in 
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E (1950) have isolated a pattern- 
Sllowin ity structure which involves the 
criticar traits: submission to authority; 
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middle-class values: and aggressive or punitive 
attitudes towards violators of the conventional 
code. When these characteristics are compared 
with the traits resulting from identification with 
astrong, aggressive father figure, some remark- 

found. Therefore, it is 


able similarities are 
uite reasonable to assume that Authori- 


tarian Personality traits may well be a result 
of male figure identification. The following 
study was prepared to examine the validity of 


this hypothesis. 


METHOD AND RESULTS 


Each of thirty-four male subjects described 
ideal self and his ideal father on an 
adjective Q-sort previously designed for such 
tasks and considered free from social- 
desirability bias effects (Suinn, 1961). Identi- 
fication scores were based on the relative 


similarity between these sorts on the basis that 
identification involves the incorporation of 
the father image into the ego ideal (Freud, 
1922). Subjects also took the California F 
Scale (Adorno et al. 1950), the traditional test 


of authoritarian tendencies. 
Results showed à significant correlation 


between identification with father and authori- 
tarianism (r — 7 p = 0:05 level). Thus, 

s support to the belief that early 
takes place in an atmosphere of 
thority and aggression. The child 
o and becomes the parent thereby 


avoidingthe threat to existence. Moreover, this 
early submission to parental authority, re- 
action to the impact of parental power, and 
conformity to parent-held rules are carried on 
i5 adulthood. The attitudes engendered by 
the interaction with the father become con- 


tinuing and generalized attitudes later in life. 


:tarianism is the prolonged reflection of 


Authorita ] 
tions of early identification. 
Med. Psych. 39 
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SUMMARY 


The early impact of father-figure experiences 
which encourage identification appears to be main- 
tained into later life in the form of authoritarianism 


D. CROCKETT AND R. M. SUINN 


traits. Attitudes towards authority, power and 
values which make up the Authoritarian Person 
ality type are Significantly associated with identifi 
cation with the male parent by male subjects. 
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therapists call conditioning, will deny that these 
can be understood in isolation. What matters, 

according to them, is not just the conditioning — 
be it punishment, training, instruction or = - 
thing else—but the way in which the child receive. 

and deals with it. The autonomous process of 
maturation, which takes place stage by stage in the 
mind of the child and is reflected in his feelings and 
his fantasy life, is a complicated and delicate one. 

The effect of conditioning must depend upon the 
way in which it impinges upon this process of 
emotional development and affects it. Psycho- 
therapists, therefore, do not disdain to invest 


S, th ii igate 
the subjective emotional processes of tara 
patients and in the course of this investigation they 


have reached certain conclusions. They consider. 
for instance, that the relationships which a person 
forms with others in later life will largely depend on 
the quality of his early emotional relationship with 
his parents. So far as neurosis is concerned, they 
believe that neurotic symptoms represent a com- 
promise between conflicting impulses, and that 
this conflict, its origin, source and ramifications 
Gin other words, the neurosis itself), have become 
unconscious. Behaviour therapists maintain that 
investigations such as these are unscientific and, 
having thus defined science, are able to assert that 
their results are not supported by scientific evi- 
dence. They deny the existence of the unconscious 
mind and Prof. Eysenck says: ‘There is no 
neurosis underlying the symptom but merely the 
symptom itself." 

This difference of view is inevitably reflected in 
a difference of treatment. Psychotherapists, using 
techniques designed to give the patient access to 
his unconscious feelings, consider that the process 
of gaining insight into the conflict which underlies 
the neurotic symptom results not only in the 
abatement of the symptom itself but also in freeing 
the patient’s capacities and emotional life, in 
giving him a depth of understanding which is 
intrinsically valuable, in increasing his maturity 
and in enabling him to form and maintain deep 
and lasting relationships with other people. 

Behaviour therapists, recognizing no illness 
beyond the symptom itself, concentrate their 
entire attention upon removing that. In some cases, 
they assert, this can be done by means which are 
almost childishly simple. A woman with a fear of 
cats, for instance, will be told to visualize a cat; 
then a picture of a cat will be exhibited some 
distance from her and gradually brought nearer; 
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thena real cat will take the place of the picture ant 
the process will be repeated. In the end, as like # 
eee she will become the proud owner of a larg 
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Critical notice 


Itwouldi 
and at E be possible to consider critically 
ence and the e quality of Prof. Eysenck's evi- 
Conclusions, b soundness of his reasoning and 
Would rather bs this is a task which the reviewer 
Undertake it Ne to those better qualified to 
Temains to lift ^ would prefer for the space which 
detail and tr his eyes from the undergrowth of 
Principle io d to fix them instead on the issues of 
psctions ^» verus ed on the horizon. His own 
imari] aviour therapy do — 
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f Xperience rhe surely, is first and foremost 
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5 ificialities fe Sin freedom to question the 
E S own e eain freedom to express 
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ps ehaviour uk dusty slope towards integrity. 
thy otherapy ur hee, this is not true. Where 
Whar Beers iberal and humanist, behaviour 
bes the ps Mai a and anti-humanist. 
ac Ctive aie otherapist provides a non- 
suite fürs. here in which the patient can 
X wn true sh anding and grow gradually into 
Shocks pr - the behaviour therapist coaxes 
"p vi. of specific symptoms without 
Where = seeking a moral basis for his 
th a E one seeks to enlarge the 
m tapy hai 3 s conscious control, behaviour 
Je it. © such aim and may even try to 

l this is the į 

Subjective M the inevitable result of the belief that 
pintific i uman emotions are unworthy © 
on Eyse vestigation. * Behaviour is objective’, 
pm we b c has written, *and behaviour is all 
1p Passing by hope to study scientifically.” Note 
E iting the at ‘ever’: not content with 
li Neration, p of study for scientists of his own 
Mitation cus Eysenck would lay down @ 
49 Make this and beyond question for all time. 
isolated w point is not to seize capriciously on 
More gener a for this is only one example © 
senck’s ri p inherent in much of Prof. 
tendenc "Ms , to which we must later reta o 
man y to prescribe in advance th 
Current Progress, to take the attitudes and beliefs 
tty to is particular stage of man's eyolution 
preserve them stunted, petrified and 


e limits of 


immutable for ever. Prof. J. H. Woodger (1956) 
has made this same point with great clarity: ‘Dr 
Eysenck now proceeds to assert. ..that psycho- 

“essentially non-scientific”. But this 


analysis is. . - 
can only be said if you insist upon identifying 
science with physical science, or at least if you 
recognise no scientific method which does not 
closely follow the model commonly supposed to 
be furnished by physics. Dr Eysenck insists on 
thinking of science. . „in a purely static way which 
makes no provision for future developments. . x 
In fact Prof. Eysenck is using à peculiarly hide- 
bound conception of science as à defence against 
the need to recognize and investigate the deep 
emotional springs of human conduct which are, 
whatever he may says the province of any psycho- 
logist worthy of the name. In this he is of course 
ioined by many of his colleagues. ‘Why is it’, 
asked The Observer, ina Christmas editorial, ‘that 
academic psychology confines itself to the 
measurable data of man’s outward behaviour and 
avoids looking into his immeasurable, illogical 
depths? Can it be that he finds it easier to look into 
the composition of atoms or the dark spaces of the 
universe than into the basis of his own emotions? 
Is it that his undignified inner feelings concerning 
sex and violence disturb him too deeply, SO that he 
refers to study almost anything rather than this?” 
One further aspect of the difference between 


psychotherapy and behaviour therapy should now 
be mentioned. prof. Eysenck does not believe in the 
existence of free will in any conventional sense 
(Crime and Personality, P- 59), 
t disagree with him. Any atte 


the basis of human conduct must assu 
it i ined according to causal 
to doubt that a 


It of influences 
‘external’ to himself—the influences, 
that is, of heredity and environment. In the term 
‘environment’ include not only the early 
environment ental influences 

h him during the period up to and 
plit second before the action takes 
there is a 
eak of free will 
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by unconscious impulses is less free than a man 


whose mature emotional development and insight 
allow him to deal with that situation consciously, 
rationally and in accordance with an undistorted 
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view of real contemporary needs and demands. 
Although Freud denied the existence of free will 
in the usual sense, he placed great emphasis on the 
kind of freedom which I have just tried to describe. 
Thus Prof. G. M. Carstairs (1964) drew attention 
in his Reith Lectures to the way in which‘... Freud 
both postulated complete determinism in man’s 
physic life and at the same time made it his aim in 
treatment to extend the area of conscious control 
over one’s own activities.’ 

It is hardly possible to exaggerate the im- 
portance of this kind of human freedom, for it is 
precisely upon this that social progress must 
depend. Only in so far as man becomes free from 
the constraints and distorted attitudes of the past 
can he respond sensibly to the demands of the 
present and hope in time to build himself a better 
future. This kind of freedom psychotherapy strives 
to give, and behaviour therapy to deny. Those who 
find relief from symptoms and compulsive be- 
haviour patterns through psychotherapy have 
gained an understanding of their origins and 
discarded them freely; but an alcoholic treated 
with aversion therapy and made to vomit after 
taking alcohol has merely exchanged a compulsion 
to drink too much for a compulsion not to drink at 
all. The successfully analysed patient has traced 
his symptom to its source and, having done so, 
discarded it because it no longer binds him and 
because it now seems inappropriate to his present 
situation; but the woman who loses her fear of 
cats through behaviour therapy does so only 
because a man has moved around the room 
showing her cats and their pictures, and a homo- 
sexual who ceases his homosexual behaviour 
through aversion therapy does so only because he 
has had a large number of electric shocks or been 
made to vomit very frequently. And these reasons 
are not, in fact, good reasons. It is really no more 
sensible to discard a fear of cats because you have 
become accustomed in the laboratory to their 
presence, than to discard a fear of tigers because 
you have become accustomed in the zoo to theirs. 
Again, there are many good and sensible — 
for giving up drink or even homosexual conduc 
but the fact that you have been made, in y 
exceptional circumstances which need aie 
recur, to vomit or to suffer electric shocks when 
among them. The conduct of a patient successtu y 
treated with behaviour therapy is therein jun a 
much the product ofunreasoning fears and fee Ey 
as ever it was. An early irrational response to 
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environment has been over-ridden by a later 
response which is itself every bit as irrational. And 
that is all. 
Because of this, the behaviour therapist (litte 
though he may realize it) is faced with an acute an! 
difficult problem which hardly troubles the psycho 
therapist. The latter tries merely to widen the arc? 
of his patient's understanding and control, leaving 
the patient to make such use of these capacities 22 
he Pleases. The former, however, does not seek t0 
Blve insight, but must aim instead to achieve ? 
Specific change of behaviour. And if he does thi* 
he has a duty to show that the new behaviour § 
tbe ce tllo than the old. Hitherto, admittedly, 
© change has been brought about only with th? 
patient's consent. (Prof. Eysenck advocates i? 
ast and Personality that, in the case of those Wh? 
offend the law, consent should be dispensed with: 


but this pro osal is d; t 
however. »posal is discussed later.) Even consent» 
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ancillary means of treatment 


lies in the administration of drugs which make the 
offender more introverted and thus more suscep- 
tible to the influences of conditioning. Practical 
steps along these lines should be taken, and if 
experiments confirm these methods they should be 
employed. Such in outline is the thesis of the book. 
The most pressing desire aroused in the reviewer 
was not to challenge the theory itself, however 
uestionable it may be, but to dispute the assump- 
tions which underlie it. From this point onwards, 
therefore, let us assume that behaviour therapy is 
every bitas effective, and its theoretical basis every 
ble, as Prof. Eysenck would have 

on, should it be used 


learning theory. An 


bit as unassaila 
us believe. On this assumpti 
in the way he advocates? 


Hitherto, our criminal law has been primarily 
concerned witl 


h determining guilt and punishing 
offenders in whom it finds this. In common with 
prof. Eysenck, We may consider this system as 
difficult to justify in practice as it is in theory. An 
increasing number of people, doubting the nature 
and reality of guilt and questioning the efficacy of 

unishment, seem to share this disenchantment, 
and of recent years a school of thought has 
rged to maintain t 


emerg hat the true object of the 
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law, should receive the treatment best 
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ld be employed only if it is an effective 
reformatory influence, and there is little evidence 
to indicate that it is. The emergence of this view 
y represents a great advance in penology. 
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crime is to execute all offenders immediately upon 
conviction. We do not do this because, as Lad 
Wootton herself makes clear, a hüman ms 
system must be concerned not merely to a s. 
immediate practical ends, but also to reflect and 
express human values. And this is why we cannot 
accept compulsory aversion therapy. 

Let us note first that this form of treatment could 
be an inestimable boon to dictatorships, tyrannies 
and all those regimes which depend for their 
existence and survival upon gaining ascendanc 
over the wills of human beings. Here we see xd 
dangers of a type of therapy which seeks to alter 
human personality and conduct without givin 
insight, which has nothing better to put in the 
place of one irrational attitude than another 
attitude just as irrational, which aims not to 
increase human freedom but rather to manipulate 
human conduct. It can be used, still assuming its 
effectiveness, for bad as easily as for good. Again 
psychoanalysis and allied forms of psychotherap y 
are in a very different position. The relentless xd 
questioning inherent in analytic treatment forces 
the patient to face the truth about himself and the 
world in which he lives and to see clearly the forces 
which distort the shape of human personality. It is 
the enemy of deception and those who would 
deceive, of intolerance and those who seek to 
practise it. As early as 1933 the Nazis made a 
ceremonial bonfire of psychoanalytic books and 
a month later took control of the German Society 
for Psychotherapy and instructedallits members to 
make a thorough study of Hitler's Mein Kampf. 
This was soon followed by the persecution of 
psychoanalysts and the complete destruction of 
psychoanalysis in Germany (Jones, 1957). In the 
same way, and perhaps for similar reasons, psycho- 
analytic ideas, even today, ‘have not found 
support among Soviet psychiatrists’ (Gilyarovsky, 
1961). 

Prof. Eysenck describes admiringly an experi- 
ment carried out on a group of badly behaved 
children with a mean age of ten and a half years 
who ‘were administered benzedrine'. Their be- 
haviour ‘improved *—apparently, he says, because 
the drug made them more introverted and thus 
easier to condition. He quotes another study in 
which amphetamine was used on 100 similar 
children with results which were considered 
gratifying. Just over half of them became more 
‘subdued’. A number ceased to ‘shout raucously". 
Some, 'instead of quarrelling and arguing 
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es are not. But can we be sure of 
chotherapeutic view, criminal 
form of social protest ina very 
large number of cases where no such overt purpose 
is discernible. This is true at least of those cases 
where crime is thought to result from neurotic 
emotional disharmony. Psychotherapists in general 
consider that the origin of neurosis lies in the 
child’s faulty or imperfect attempts to adjust him- 
self to particular environmental influences, and 
that it may be precipitated in the adult by environ- 
mental factors which are similar and thus weigl 

too heavily upon 3 place already over-stressed. 
And although these early influences must come 
originally from the child’s own family circle, and 
the later ones primarily from the adult's immediate 
surroundings at home or at work, that circle and 
those surroundings must themselves to someextent 
reflect the attitudes and influences which prevail 
in our society as à whole. To the extent that the 
neurotic is à product of these, his neurosis is à 
social protest. And this is just as true of the many 
criminals who are, SO psychotherapists believe, 
impelled by conflicts of the same kind as those 
which cripple the neurotic. The only difference 
between this type of criminal and the neurotic is 
that the former turns the conflict outwards in the 
form of crime, whereas the latter turns it inwards 
in the form of neurotic symptoms. On this view, 
which Prof. Eysenck draws between 
ntrovert is perfectly valid and has 
ized by PS, chotherapists as a 
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without their consent, as you might change th 
plugs ofa car, you deny them human etom, And 
once you do these things, you take the first ste 
along a road which slopes ever more st i 
towards the gas chambers. =P 
Towards the end of 1963, an article appeared i 
a legal journal. Written by a psychologist. i 
received a great deal of publicity. Like Prof 
Eysenck, the author advocated the compulso. i 
application of aversion therapy to a aA 
although, unlike Eysenck, his immediate propos; i 
was confined to those found guilty of ie 
crime (a category which he did not define) e 
asserted that ‘the time has come for society to sh d 
its kid gloves incombatagainst its destroyers’ ud 
suggested that the Court could overcome th 
tiresome tendency of patients to give up ilie 
treatment prematurely because they cannot endure 
it by ordering *the number of therapeutic shocks 
with the use of pharmacological and/or electronic 
agents’. The justification advanced was a simple 
one: ‘Should this idea raise some moral dotis 
let us state here that in the struggle of society 
against its violent enemies, the guilty offenders "d 
expendable, society is not.’ We may not yet have 
reached the gas chambers, but already we have a 
plausible imitation of the attitude adopted by 
Adolf Hitler towards the Jews. But one recoils not 
somuch fromitsinhumanity as from its immaturity 
—from its naive and childlike vision of the world 
in terms of black and white, cowboys and cattle- 
rustlers, good men and bad. Weall wish to preserve 
society, but what kind of society do we wish to 
preserve? Is a society which considers some of its 
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Psychoses.) B c Diagnosis of the Endogenous 
LINDE VON T KARL LEONHARD and Stee 
Jena: VER ROsTORFF. (Pp. 132. 185 6d.) 
Fischer Verlag. 1964. UY 
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Nowled psychiatrists and psychologists, with a 
tobe oe m man, who are interested in the 
ipie e diagnosis and classification of 
FRANK FISH 


Der psychisch Leidende und seine Welt. (The 
Psychic Sufferer and his World.) By G. 
BENEDETTI. (Pp. 164. DM. 22.50.) Stuttgart: 
Hippokrates Verlag. 1964. 

the Professor of Psychohygiene 

the University of Basle is 

virtually a short text-book of existentialist 
psychiatry and psychotherapy- It is divided into 

a general part which deals with child development, 

uberty, the origin of the neuroses and the general 
nd a second part 


problems of psychotherapy, ar 
which is concerned with the individual psychiatric 


syndromes. While most psychiatrists would give 
the first part of a book of this kind the title 
* General Problems" Or something similar, Prof. 
Benedetti has designated it ‘The life-historical 
alterations of the human being". 

Although he uses many of Freud's concepts, the 
author rejects Freud's theory of libidinal develop- 
ment. Instead he believes that the child acquires 

nd with the way in which 
stitute behaves towards 
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writers of this school. It can therefore be recom- 
mended to anyone with a knowledge of German 
who would like to know what practical use can be 
made of existentialist and allied approaches in 


psychotherapy. FRANK FISH 


The Biology of Mind. By W. R. Hess. (Pp. xii+ 
203. $6.00.) Chicago: The University of 
Chicago Press. 


It may be felt that physiology has so far contri- 
buted disappointingly little to the understanding of 
individual clinical psychiatric syndromes—with 
the exception of the epilepsies. Nevertheless, there 
exists a large body of knowledge correlating such 
phenomena as perception and affects, and cerebral 
organization, though much of it is to be found only 
in highly technical separate papers. Symposia too 
have tended to deal with limited areas of a very 
wide field. 

In a short monograph, ‘The Biology of Mind’, 
Hess has written a discourse on the whole field of 
* psychophysiology’. This is not just a catalogue of 
experimental and clinical observations, but a 
critical and scholarly survey in which the author 
examines theconnexions between various branches 
of established knowledge, the limitations of the 
main research methods, and the areas in which 
research is likely to be profitable. 

The physiologist naturally finds some concepts 
of mental processes more useful to him than others. 
In Part I, ‘Modes of Behaviour and Psychic 
Functions', Hess describes succinctly theapproach 
to mental dynamics which is the basis of his dis- 
cussion of 'Psychic Functions and Cerebral 
Organization’ in Part If. Part I deals with, for 
example, ‘motivation’, * sensation, perception and 
recognition’, ‘affects’, “memory and intellect’, and 
concludes with an important section on *principles 
of integral organization in psychic and bodily 
processes’. 

In Part II the author first surveys methods of 
research, and he has some interesting comments to 

make on the close similarity of reactions evoked by 
the stimulation of different loci, on the fact that 
different reactions can be evoked from one locus 
by varying the stimulus, and on the roles of 
immediate and delayed compensatory mechanisms 
developing after extirpation experiments. Of the 
sections which follow, some are frustrating because 
too much is sacrificed to brevity: others, by virtue 
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of a fuller exposition of ideas and the findings 
chosen to illustrate the argument, abound with 
interest. Particularly noteworthy are the treatment 
of memory, perception, voluntary movement, the 
effects of *psychopharmaca’ (e.g. L.S.D.25 ‘and 
dibenamine), and the final section on ‘Cerebral 
Organization and Integrated Individuality’, Hess 
doubts the value of further stimulation and extir- 
pation experiments for the understanding of 
‘integrated individuality’, and feels that ee 
ments on the intact Subject with chemical a coats 
eae to advance knowledge Shite 
ates on the possible importance of studies of 
e a makesa plea for further research 
Pig ke TA for example, observations by 
Eje St that "the nucleolus in the nucleus 
ganglion cells is Particularly well preserved in 


those people who h R 
r ave, in spit 
exceptional mental abilities? pite of a great age, 
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a 
ipaum departure from contemporary noso- 
forms of de; eptions of depressive illness. The "S" 
alterations eo e characterized primarily by 
expression bos odily function, changes in the 
is therefore r E drives and affects. Mood change 
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Clinical ae dysfunction. Thus on both 
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agitated Sih defect. Retarded depression, 
lepressive fie atypical forms, manic- 
orms and Mio mixed aflective states, paranoid 
Variations of izo-affective states are therefore 
iSorganized à reaction whose foundation lies in 
Only differ in ie functioning. These conditions 
Cir essential eir psychological expression, notin 
can be precipi cause. All ‘S° type depressive states 
aS by ph ipitated by psychological factors as well 
finds no pia illness and drug effects. Dr Pollitt 
logica] q ifficulty in believing that neurophysio- 
trauma Sinetion can result from psychic 
or conflict, 

lini © remainder of the book gives excellent 
Senteq op setiptions. Detailed accounts are pre- 
Ode of the various anti-depressant drugs, their 
indication now indications for use and contra- 
5. Diagnostic and prognostic criteria are 


Outlined 

his ; 
“ation monograph will not only have an edu- 
valuable 


Onal func, 
ty dition ution but it will also become à 
re, the contemporary psychiatrie literae 


T. F. 


SYcho, 
SO) " 
P matic Research. A Collection of 


Pe 
ero. By J. J. Groen et al. (Pp. 318- 80s.) 


s; mon Press, 1964. 
Is 

we c pook contains a collection of reports of 
p Matic y arried out by the Amsterdam psycho- 
poe EACH group under the leadership of 
ROR TG: en and of more recent work, with which 
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logical framework of reference is by no means 
uniform, varying from the Freudian to the 
Pavlovian. Yet the variety of psychological and 
physiological techniques and of philosophies does 
not result in any fragmented picture of psycho- 
somaticmedicine. Onthecontrary, the fundamental 
importance of a multi-disciplinary approach to 
research in this field is well brought out. 

An interesting picture is given of the develop- 
ment of methodology in psychosomatic research 
in the Amsterdam group over à number of years, 
and in general many of the controlled objective 
techniques and experimental work described indi- 
cate how well scientific principles can be applied in 
the psychosomatic field. It is also a pleasure for this 
reviewer to have found so much in common in 
psychosomatic concepts despite different back- 
grounds and cultures. 

Having said this one might comment, somewhat 
critically, on some aspects of methodology in the 
chapter on * psychological variables correlated 
with psychosomatic disease’ and also on some of 
the inferences made. In referring to some of the 
pioneers of psychosomatic research, Prof. Groen 
refers to a number of American researchers. It is a 
pity, however, that scant attention appears to have 
been paid to the early research from the U.K. of 
J. L. Halliday, for instance in the chapter on 
syndrome shift, one topic among others still very 
relevant, with which Halliday dealt in great 


detail. 
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The Wild Analyst. By CARL M. GROSSMAN and 
SYLVIA GROSSMAN. (25s.): New York. Barrie 
and Rockcliff. 


This account of a remarkable figure in the world 
of medicine a generation ago is obviously a work 
of love, tempered, as all love should be, by truth as 
far as it can be known. 

The editor of the Journal has invited me to 
record my recollections of those momentous 
times. I accept with much diffidence, for personal 
matters are involved, but only so can I, a mere on- 
looker, explain why some of the events described 
in the book happened as they did, especially in 
England. 

From my point of view the story should begin 
in January 1919 when Millais Culpin, having 
virtually forsaken surgery for psychological 
medicine in the First World War, introduced me 
to the unconscious according to Freud and its 
relation to ‘shell shock’. I was instantly converted ; 
how could it be otherwise as he told convincingly, 
yarn after yarn, of asthma, hyperthyroidism, 
mucous colitis, stomach and heart troubles, all 
arising from unbearable and sometimes uncon- 
scious emotional stress? Whilst fear of violent 
Death was thus taking its terrible toll, at the same 
time Groddeck was formulating his theory of how 
Life, in the form of the It (Es), was exacting its 
own penalties. And after the war, Culpin, quite 
independently, was forced by peace time problems 
into corresponding activity. 

Already an odious heresy hunt had developed, 
not for the first time in medical history. ‘A slimy, 
useless and offensive agitation of human sludge’, 
said the Journal of Mental Science. ‘The dirty 
doctrines of Freud, Jung and Co.’, added the 
British Medical Journal. A little of the story is told 
in Culpin’s book The Nervous Patient (1924). 

However, Culpin rode the storm and later 
became first Professor of Industrial Psychology at 
London University, established at the London 
School of Hygiene, where his life-long friend 
Major Greenwood was Professor of Medical 
Statistics. Together, with May Smith, they formed 
an admirable body for psychological research. 

My own involvement with Groddeck was quite 
unpremeditated, and it now seems odd that Fate 
should play such tricks. The Wild Analyst, forty 
years later, is one of the never-ending ripples, and 
I can warmly recommend it to all who care to read 
about an original endeavour to relieve mind and 
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body of intolerable distress, and that should 
include everybody. 

Even the beginning of the involvement had its 
funny side. The same day that Ferenczi mentioned 
Groddeck's name to me I asked Geza Roheim, the 
anthropologist, also under analysis, who the 
fellow was. ‘Oh! he exclaimed airily, ‘he’s quite 
mad; but he cured Sandor when our doctors 
despaired of his life." 

A year or two later, whilst staying in Baden 
Baden with Ferenczi, himself combining treatment 
and a holiday, I happened to mention Groddeck’s 
name to a native of the town, whereupon she 
laughingly said ‘Oh! he’s mad’, and proceeded to 
regale me with stories of his local reputation for 
weird views and actions. ‘He jumps from the top 
of a wardrobe on to his patients’ abdomens.’ 

In the meantime, in October 1925, I had been 
elected an Associate Member of the British 
Ui deine ique Soret. albeit not without 
strong opposition, for I w. i 2 
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defence, labelled his * madness? wildness and, with 
comrade Ferenczi in the background, set forth 
strong in the faith that he had discovered a new 
way of life for himself and his patients. 

That this account of his career should now be 
published is fitting; against tremendous prejudice, 
psychosomatic medicine is surely, if slowly, 
coming into its own. Les chiens aboient mais la 
caravane passe. Though priority is always difficult 
to establish, I think it must be admitted that 
Groddeck was the first to theorize about, practise 
and popularize à systematic approach to the 
emotional factor in organic disease, the famous 
partly auto-biographical Book of the It being the 
outcome. And it must further be admitted, that 
whatever the value of the approach, the need of 
even a tentative one was long overdue. Mankind 
was, and still is, in a ghastly mess. 

How Groddeck would have laughed to see the 
travel-stained caravan, flying the flag of the Society 
for Psychosomatic Research, draw up once a year 
at the oasis of the Royal College of Physicians, 
there to be graced by helpful visits from analysts 
such as Miss Anna Freud, Balint, Winnicott and 
Stengel to grease the wheels, and by prominent 

hysiologists to explain how and why they go 
round! And perhaps, because his It is never, and 
his name scarcely ever, mentioned there, he might 
have cried a little too, for he was a sentimental, 
soft-hearted man, and had felt keenly the hostility 
his views had engendered. 

Then what had sustained him in his isolation? 
After Ferenczi, no less a person than Freud him- 
self, whose interest, encouragement and patience 
must have been balm to the despised and outlawed 
physician. * Charity suffereth long and is kind’ 
might have been Freud’s motto all his life. 
Groddeck met him only once, at a Congress, and 
that was not when most needed. Further personal 
contacts would have tended to sweep away un- 
substantial illusions based on the written word. 
As it was, Groddeck responded with passionate 
adoration. The story told, as far as I know, for the 
first time, by the Grossmans, is a record of 
magnanimity and indulgence on the part of Freud 
that of itself is worth the price of the book. It also 
reveals Groddeck's pathetic need of support and 
reciation from an exceptional father-substi- 
well as a possible reason for his rejection 
his colleagues; they may have 


t of : 
by ma had a greater claim upon Freud’s 


felt that they 
regard. 
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The theory of the It—a ‘neutral’ word, ‘neither 
masculine nor feminine’ according to the dic- 
tionary, a strange exclusion of sex when even the 
Deity possessed it!—was that an immeasurable 
imponderable unconscious force determined the 
whole past, present and future of the human race. 

Groddeck objected to Ferenczi's word *bio- 
analysis’; ‘life could not be analysed, only specu- 
lated upon’. Moreover, he condemned Ferenczi's 
*Latomize the soul’ which, according to Groddeck, 
‘when it is attempted seriously can only end with 
destruction’. This fear would be easier to under- 
stand if either of them had given a satisfactory 
definition of the soul. 

Was Groddeck dreadinga disintegration of mind 
in a psychosis? Or the fate of Icarus who flew too 
near the sun-god and perished? 

With apparently no sense of incongruity, 
Groddeck dared to do more than speculate about 
the mighty It; he peered into its works and sought 
to adjust the gears. To his delight and the chagrin 
of colleagues, his temerity was rewarded; and a 
lot of people blessed him, for he brought healing to 
the sick and courage to the despairing. 

Hot baths, dieting and massage were ancient 
remedies, outward and visible signs of authority. 
Now—and this endeared him to Freud—he could 
add the laying bare of repressed thoughts and 
feelings, and by the clever revelation of symbolic 
living could give his art an almost uncanny 
quality. No wonder that he reacted rebelliously to 
unimaginative ridicule; yet I always found him 
humble with fellow-seekers, whether they agreed 
wholly with him or not. 

Notwithstanding his insistence upon the neu- 
trality of the It, I can conceive it to be something 
like the majestic irresistible force of Evolution, so 
mysteriously incomprehensible in its origin and 
ultimate aim, and of course wholly dependent upon 
sex. He wrote to Ferenczi’s widow ‘in the human 
being, aside from the psyche with which science 
occupies itself, there exist thousands and millions 
of more or less independent inner lives which group 
themselves this way and sometimes another, 
working together or in opposition’. Indeed, the 
Book says, ‘every single cell has this consciousness 
of individuality’. Like Freud, he contemplated the 
beginning of all living things. But under analysis it 
is reasonable to suppose that the millions of cells 
that Groddeck himself had inherited were his chief 
concern, and deep searching would reduce his 
god-like It to consideration of their immediate 
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transmission to him by his parents. His mother’s 
share was not to his liking: he was an unwanted 
child. That he craved for something more is sug- 
gested by his incessant cigarette smoking. He 
refused to be weaned. ‘Throughout his life he 
attempted to deny the fact of his father’s death.’ 
His father was to be immortal, and his reverence 
for Freud ‘only this side of idolatry'—he was not 
wrong in recognizing that Freud's name would live 
down the ages—suggests that the creating and 
destroying It was not unrelated to a transcendental 
father. 
: Fo boy, trying to massage his dying father back 
o life, he ‘knew nothing of the world or God’: 
I do not remember his later attitude towards 4" 
ineffable Deity. Sometimes the It seems indistin- 
ped from Fate, Destiny or God. The idea © 
: ws bothered him, For Jesus Christ he had 
uch immense reverence that ‘Christ was not 
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upon a study EAE ds ItSchiefcompar? 
E entrat is geniu 
Ee limited go "Position ded 
A eo EST ead, Of life, and for the 
: ds eciatiye] inborn in every chil 
them as the Id. Whilst i TOddeck’s Itt a ibe 
3 o descri 


unconscious in the t A 

n 1 O c E 

in sections. Science , Eni Was seeing the 

The parting of the "d M TYsticig Wanted to see ! 

disciple. YS was Painful; was his goal- 
© the yearning 


bout the aforesaid 
an illusion even whe? 
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T 
ee, bem a tendency to depreciate 
end they i roddeck's work because at the 
character to gs Ferenczi likened 
Position 5 E i in psychosis, a working pro- 
irational profes ain a mad world including an 
ince even a ssion and one sown idiosyncrasies. 
Of their de a i have to die—and the manner 
should it i à often gives food for thought—why 
tegress buo peculiar if at the end they should 
reto ex the unconscious world of fantasy, 
Speculative? It eo fully what previously had been 
"their earlie t should not detract from the value 
1S tissues E Who, indeed, shall guarantee 
egenerati, ether cortical or otherwise, against 
rodd SR from age or disease? 
owning wy visit to London in 1927 was the 
Some de point of his career, compensating in 
Specialty aed for his failure to attach Freud 
Tofesso himself. Feted by men of the calibre 
Nnected rs Culpin, Greenwood and Flugel, all 
Pable gn. important schools of thought, 
SNVerely cri metaphysical discussion, and with a 
he wag titical attitude towards scientific claims, 
ie ted from subservient sonship to # 
him a authority in his own right. The child 
Sag its gifts of intuition and bias and way" 
Wel come . could blossom into a happy and 
Prejudic adult relationship with recognized, un- 
"m fellow-workers, 
{isto qm his views were accepted without 
ui De UEM for instance, kept on 
Spiritu it a baer, und, and looked upon mystica 
ul eye, as witness his views ON 


o 
cay 


long , ton, 
eoru iin quick to comprehend how 
in the wly brin unction, stress-induced, could 
8o Ody, TE about organic change anywhere 
Ro y to foll € part symbolism played was not 
wa inica] DA and Culpin, whilst knowing 
wis Wary op Porience that it could operate, 
tot Ser Gro d LE acceptance. No matter; 
Tlous stud eck's theory, its results entitled it 
Tes y, especially when conventional 
the 1, 9 Wever time-honoured, failed. Culpin 
and 


Per 


Ervas: a DU : 
Tati t that did not blind him to facts of 


psychological matters to adequate statistical 
investigation. 

From such happy contacts Groddeck returned 
home with encouraged purpose, but of its positive 
effects I cannot speak, for I never saw him again. 
I believe that he still cherished the hope of 
assuaging the anguish of Freud's cancer, if not of 
healing it, a concept in those days considered 
exceptionally wild. It would certainly have set a 
seal on his fame. Did Freud's patience derive in 

art from a hope that Groddeck's research would 
lead to relief from his own dreadful martyrdom? 
It was notto be, anda generation was to pass before 
the International Psychosomatic Cancer Study 
Group, sponsored by Glasgow University, and in 
Conference in Turin as I write, was formed to 
carry on the investigation from which Groddeck 
could not be ridiculed. 

I last saw Ferenczi, for a very short time, in the 
autumn of 1932, when our paths crossed in Paris 
as he was on his way to the south of France for a 
holiday. After greetings, his first words were 
‘I have quarrelled with Freud’, not, be it noted 
elled with me’. There was no 


‘Freud has quart i 
mention of bodily illness, nor sign of anything but 


extreme, pitiable distress of mind because of the 
estrangement brought about by himself. I came 
away from that meeting with a sense of foreboding. 
Even then I had had experience of the morbid 
effect that separation from the nearest and dearest 

n produce. What was my relief, therefore, some 
a eceive à brief postcard, joyously 


dlae friends again’. Apparently 


A NW 24 May 
» he ied O^ = 

al was well, BULA wm S 
1933. One ol Grodderk JS WS 
infallible antidote for a deadly poison 3s MSS 
unless given early enough n ‘The joy came too late 
for Ferenczi. Let us hope it soothed his end. What 
Groddeck, if permitted, would have put upon the 
death certificate, would have made medical 


eck ater, at Whitsun as 1 have already 


A year l t 
and virtually on the first anniversary 
Groddeck himself was 


enr death did not wipe out old offences. Years 


later Jones had occasion to speak to me about 
Groddeck and could not keep. disdain out of his 
voice; and that his implacability was not wholly 
based upon vain theories Was suggested on another 
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occasion when he referred disparagingly to the 
quality of Miss Collins's translation of the Book, 
though it had been praised by T. S. Eliot himself. 
But what did literary style matter? Groddeck had 
healed Ferenczi and Mollie Collins when the elect 
had failed, and I still salute him if only for that. 

Present-day medical practice, drugging many 
thousands daily into tolerance rather than healing 
of their illnesses, might at least try its hand at 
imitation. 

Future generations, smug and patronizing in 
their superiority, and forgetting the perils and 
pains of pioneering, may wonder why someone in 
authority did not shame or psychoanalyse Georg, 
Sandor and Ernest until they stopped quarrelling 
amongst themselves like naughty boys, and wasting 
the time and energy of indulgent Father Freud. 
But what authority was there? Freud, ‘nicht 
gesund', as with notable understatement he him- 
self wrote to me, was struggling with a deadly 
disease and had his hands full with ideas destined 
to shake the world: and he could not bestow his 
wonderful gift for self-analysis. Until Ferenczi 
met Groddeck his own personal analysis with 
Freud had been limited to talks on walking 
holidays. ‘I encourage my pupils to analyse me’, 
said Ferenczi, but I objected that he never ad- 
mitted whether they were right or not. He never 
mentioned the ‘It’ to me, nor do I remember his 
ever acknowledging in public his personal in- 
debtedness to Groddeck’s treatment. He was 
content with Freud’s Id. So was Culpin, and in 
my own feeble way, so was I. 

The notion that, sinking their pride in the 
interests of the science to which they were devoted, 
all the principals might have analysed each other, 
seems not to have occurred to them; and then, 
where necessary, they might have agreed to differ 
as true philosophers. During the process the 
origin of the It in Groddeck's unconscious would 
have emerged, and the necessity for ‘wildness’ 
eliminated, to everyone's satisfaction. Pictures of 
the Teutonic Groddeck on Jones's couch, and of 
the Celtic Jones being treated by Groddeck for 
lumbago have their piquancy. The pity is that they 
could not wait patiently until Dr Anna Freud, 
endowed with her father's objectivity, and skilled 
in child analysis, could take on all three and teach 
them to reconcile their differences on an adult 

lane. What an achievement in psycho analysis 
that would have been. 

Notwithstanding, humanly frail as they were, 
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there were giants in those days, and what a legacy 

each left behind! Few days pass without my 

e to express gratitude for my share. * Then 

= us now praise famous men, and the fathers that 

egat us.’ In his own peculiar way, the Wild 

Analyst was one of them. 

Ks. mi fature? I delighted in teasing Jones. 

ay I met him a id: * i 

ben and said: * Jones, you've let me 
ane so?” said the pained Jones. 

M E told my patient, Miss X, that we should 
SAI the fruits of our labours for 500 years.’ 
hoes 1s Wrong with that?’ asked Jones. 
fuh nal I said. ‘I had told her 300.’ 

optima. but dm icu IU Du m io 

a d ey agreed that the harvest waS 
Joi 

; breeder nd tease back. Almost the last time 

of the bladder. ^ shallengingly 'l have. canca 

lineout ou can’t make anything of that?” 
at he meant. ‘I can’, said I, ‘What 


about your water 

a y eye? H 

1 ] € turned . It was 
all in the Groddeckian tradition € N 
. w. S. INMA 
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ve 

fhe, Eee of projective identification, 
spective, gical variants lack clarity and per- 

Dr : 
ipa is the loyal exponent of Melanie 
cep oe is pure, almost virginal. He 
nalysis, ae, Within the discipline of classical 
assurance xj verbal interpretation, avoiding re- 
interprets on e gives. the impression that he 
ication xi, l possible Occasions, one misses 
Wisdom bid situations where experience or 
imselr Ere therapist be silent. He keeps 
mains see le, if the patient kisses him he 
Violence, Tt sive, only once he moved to restrain 
Teference ied perhaps no accident that there is no 
mn whose collected papers on 
rational shortly preceded this book in the 
Searles Psychoanalytical Library, whereas 
Nesseg "m Rosenfeld at length. His weak- 
> aS I see them, are those of the Kleinian 


school in general: a wholesale discrediting of 
environmental (family) influence, the 'schizo- 
symbol of this influence, 


phrenogenic mother’ asa 
is wiped out in a sentence by ‘many investigators" 


(no reference given), even though he lost four 
patients early in analysis through the parents. This 
attitude leads to a putting all the bad into the 


patient—as a genetically determined excess of 


destructive envy behind all. This is exactly what the 


parents do, and the patient is liable to become a 
compliant reflexion of rejected parental qualities, 
which he then plays up- This I suspected in the 
first four chapters, in which one cannot sce the 
patient for the interpretations. But from chapter 5 
onwards, the author gains more space, and the 
reviewer found the interpretations more con- 
vincing and satisfying, and gained quite a few 
usable formulations to add to his own per- 
spective. DENNIS SCOTT 
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A review of psychoanalytic dream theory in the light of recent 
psycho physiological studies of sleep and dreaming* 


By DAVID R. HAWKINS} 


is i tr of Dreams (Freud, 1900) 
E ci y considered Freud's greatest single 
logy hi cie 7 of that book, * The psycho- 
explain P» 2 processes’, is an attempt to 
effort. i. € dream process. In the course of this 
B ic ies of the core conceptual framework 
Bare hoanalytic theory of the mental ap- 
Eur euim. Subsequently, Freud's 
ie psychoanalytic formulations 
ridens marked revision with a number of 
ns EN There were a considerable 
iun: E Subsequent writings dealing with 
for a : is interesting, however, that except 
Sani additions in A Metapsychological 
917) cen to the Theory of Dreams (Freud, 
bis sd little further development by 
he de his concepts of the dream process. 
Made en comprehensive statement Freud 
contained is ideas on the subject of dreams 1s 
oe ed in the chapter *Revision of the 
ae of dreams’, in New Introductory 
En on Psychoanalysis, written 1n the 
eos of 1932 (Freud, 1933). The chief 
role nde evelopments were in pointing out the 
fons E the superego plays in dream forma- 
appar he concept of this part of the mental 
» atus had not been formulated at the time 
aig earlier work on dreams. This concept 
tia the rationale for understanding that 
Her y dreams and punishment dreams do 
^ ontradict the premise that a dream 1s à 
ful fulfillment. He also points out two 


* 
al Ear iie from a paper delivered to the Medi- 
ri of the British Psychological Society, 
Bën on, June 1964. Supported in part by NIH 
Tio t no. MH-06633 and by an NIMH and Com- 
CI Fund Special Research Fellowship. 
—64. 
Sd Professor, University of North Carolina 
ool of Medicine, Chapel Hill, North Carolina. 
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serious difficulties facing the wish fulfilment 
theory, one of which can be fairly well disposed 
of (the recurrence of upsetting infantile sexual 
experience), the other of which still leaves 
more unanswered problems (the repetitive oc- 
currence of the traumatic event in the dreams 
of those with traumatic neuroses). The points 
will be discussed subsequently. 

Not only is it true that Freud himself did 
not subsequently revise the theory of dream 
but also that later psychoanalytic 
writers with a few exceptions have had little 

ontribute. There are, of course, 


further to € 
many papers dealing with dream interpretation 


and its use in psychoanalysis. These do not 
deal with the mechanism of the dream process, 


processes 


however. 
Freud himself hints at some of the reasons 


for this lack of further theoretical develop- 
ment in the Introduction to chapter 7. He says, 
«itis only after we have disposed of everything 
that has to do with the work of interpretation 
that we can begin to realize the incompleteness 
of our psychology of dreams’. Then shortly 
after that he says, ‘hitherto, unless I am greatly 
mistaken, all the paths along which we have 
travelled have led us towards the light—to- 
wards elucidation and fuller understanding, 
but as soon as we endeavour to penetrate 
more deeply into the mental process involved 
in dreaming every path will end in darkness. 
There is no possibility of exploring dreams as 
a psychical process, since to explain a thing 
means to trace it back to something already 
known.’ Later he says, ‘no conclusions upon 
the construction and working methods of the 
mental instrument can be arrived at or at least 
fully proved from even the most painstaking 
investigation of dreams or of any other mental 
function taken in isolation’. 
Med. Psych. 39 
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PSYCHO-PHYSIOLOGICAL STUDIES 


Until recently there had been no additional 
discoveries which would put further under- 
standing of the dream process on solid 
footing. 

In recent years a new area for the psycho- 
physiological study of sleep has opened. The 
groundwork for this was laid when Aserinsky 
& Kleitman (1955) discovered that during 
sleep there are cyclic phases during which a 
series of rapid conjugate eye movements 
occur. Shortly thereafter Dement & Kleitman 
(1957) showed that dreaming occurs at the 
time of these rapid eye movements (R.E.M.). 
These studies led not only to new under- 
Standing of important psychophysical func- 
tions but provided a new methodology for 
the study of sleep and dreaming. Subsequently, 
the number of investigators working in the 
general field of the psychophysiological study 
of sleep has increased almost geometrically. 

These investigators have markedly increased 
the available knowledge about sleep and 
‘dreaming. While the majority of the work does 
not bear directly on the problem of the psy- 
chology of the dream processes, enough of it 
does so that it seems appropriate at this time 
to re-examine classic psychoanalytic dream 
theory in the light of the new knowledge. 
Trosman (1963) has already written such an 
article. While I find myself in general agree- 
ment with his ideas, there has been further 
work which allows for a somewhat greater de- 
velopment of the relationship of recent re- 
search to the psychology of dreaming. 

It is also interesting and instructive in the 
light of new developments to take another 
look at Freud’s original statements on the 
psychology of dreaming in his ‘Project for 2 
scientific psychology’ (Freud, 1954). Freud's 
interests at this time were still heavily focused 
on the neurophysiological and in some regards 
there is more direct relevance between much of 
the new work and the ideas expressed in that 
material. We will proceed, then, by first puar 
marizing recent findings and putting them en 
gether to see what implications they have an 
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ject. 
thoughts are obtained from the subje 


e fo 

then examine the relevance they may have 19 

the theory of dream process. dhe 
First of all, it has been clearl establish 


: i ccurring 
that there is a regular cyclically id com 


> articular 
jugate eye movements (REM) anda pri — 
iype of EEG record (Dement E a 
1957; Goodenough, scale 
Steinschriber, 1959). This EEG aes uisi 
led stage 1. It is characterized chiefly in c 
chronous low voltage rapid activity iis we 
type of record seen when one first falls rayil 
though at this time there are no ar E 
rapid eye movements. Moreover. 


indicate 4 

i i uld indicate — 

EEG pattern is one which would 17 in the 

fairly Sate e amount of ET) 
cerebral cortex. These periods of stag 


xx acüvity occur cydi ut ev 
R.E.M. activity occur cyclically e TT rage 
90 minutes, four to six times during are ^" qs 


«norma 
fana I 3 r norme 
night's sleep. They occur in every tends 


io 
individual. The length of each per! 


Rs ; ++ occurs: 
to get longer the later in the Mun youn 
This phase of sleep in 'norm n 20% 


adults comprises somewhat more ea js 
of the total sleep time. When de perio ‘ 
awakened during a stage 1 R-E vestigat® 
in over 80% of instances the = experi" 
gets a detailed report of VIV! rd other 
enced dreaming. When baie e 
stages of sleep, clear dream report 
though frequently descriptions 


and, 


ms A 
drea divi" 


findings indicate that everyone Te 
with rare exception, every night. T. att 
duals who claim that they never drea m- 


; t 
of dreaming though he was notin a positio" 
know that dreaming was this regular a s 
menon. As short a time as 10 minutes after, E 
end of a stage 1 REM. period if a subjec all 
awakened, there isa great decrement in rec £ 
of dream detail. It is safe to assume, therefor 
that the hallucinatory type of experience i 
refer to as dreaming occurs during this P2” 
ticular stage of sleep which has variously bee 


ical sle ; 
Jled paradoxical sleep Qouvet, Michel 
Courjabs 1959), activateq Sleep, deep sleeP 


F 
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(Rossi, Farele, Guissani & Sacco, 1961) and 
the rhombencephalic phase of sleep (R.P.s.) 
(M. Jouvet, 1963). 

Common sense tells us, and indeed until 
recently scientific evidence seemed to support 
the same point of view, that sleep is simply a 
Continuum of the dimension, arousal-sleep, 
and we go from waking through drowsiness, 
light sleep to increasingly deep sleep. For 
Some time after the discovery of R.E.M. periods 
and their connexion with dreaming it was still 
35sumed that this continuum of sleep was the 
Correct point of view. It was thought that the 
Stage 1 R.E.M. periods were simply the phase of 
'ght sleep, Gradually, however, certain para- 
doxical facts began to emerge which raised 
questions about this point of view. Our group 
Was among the earliest to suggest that the 
deeming phase of sleep was not simply light 
l ep but in actual fact a unique neurophysio- 
gical state—a type of sleep, not quantita- 
tively but qualitatively different from other 
Phases of sleep. 

Wer original interest in these studies was to 

“ze the techniques as a way of'getting 
eater and more precise amounts of dream 

Ontent for psychoanalytic study. In the course 

familiarizing ourselves with the technical 
pails of this ‘type of study, we decided to 
Measure basal skin resistance as there had 
a Do published accounts of the behaviour 

this physiological parameter during R-E.M- 
Periods, 

: It had already been shown that skin resis- 
ance js inversely related to the level of arousal 

d Probably reflects the state of some such 

Stem as the reticular activating system. With 

Ctive arousal accompanying mental activity 
" an anxious state, basal skin resistance is 
OW; with drowsiness and sleep it rises marked- 

"Since stage 1 R.£.m. was at that time thought 
"ad very light sleep, we postulated that the 

in resistance after having reached a high 
‘vel during the early stages of deep sleep 
Would fall during the R.E.M. period. To our 

Stonishment exactly the opposite generally 
Occurred. Moreover, at the end of the R.E.M. 
Period there was a slight fall again in basal skin 


87 


resistance. As we pondered this paradox, other 
facts began to emerge. Subjects in the stage 1 
R.E.M. sleep were often harder to arouse than 
those in stages 2 and 3. While R.E.M. periods 
were immediately preceded and followed by 
frequent gross body movements, these were 
very rare during the actual R.E.M. periods. As 
we watched the instruments recording the 
various aspects of the subject’s behaviour we 
would get the impression of biophysical striv- 
ings leading the sleeper in the direction of 
wakening. Then, it was as if at the last 
moment, some internal switch in the central 
nervous system blocked final waking and al- 
lowed the instinctual drive to be played out on 

the mind’s screen rather than translated into 

action. One subject in particular made us think 
of the switching mechanism. Immediately 
preceding his stage 1 R.E.M. period there wasa 

precipitous fall in his basal skin resistance, a 

finding ordinarily only seen when the subject 

awakes. In this instance, however, all the 

other criteria indicated that instead of waking 

it was just at this point that he entered a 

stage 1 R.E.M. period, and his skin resistance 

rapidly rose again to relatively high levels 

(Hawkins et al. 1962). 

It was at this time that M. Jouvet, a French 
neurophysiologist (1961), began to publish 
results of his studies in the sleep patterns of 
cats. He showed that intermittently during the 
typical EEG slow-wave sleep of the cat there 
developed a phase of sleep characterized by 
an asynchronous or activated EEG pattern 
similar to waking, rapid eye movements, and a 
sudden complete loss of all tonus of the nuchal 
muscles. This phase of sleep in cats was teamed 
by Jouvet ‘the paradoxical phase of sleep : 
A brilliant series of neurophysiological studies 
indicated that there isa centre responsible for 

his phase of sleep which is located in the 
t ticular formation of the rostral portion of 
D ons. Ablation of this centre leads to the 
Hoe of R.P.S. (rhombencephalic phase of 
leep). If this centre be stimulated during slow- 
€ sleep. paradoxical sleep occurs and, 
xd started, it continues for the usual period 
oF m There is a refractory period following, 
6-2 
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during which further stimulation will not lead 
to the paradoxical phase of sleep. These last 
findings suggest that a neurohumoral agent is 
involved in this phase of sleep (M. Jouvet, 
1961). 

These findings led us and other investigators 
to the conclusion that the dreaming phase of 
sleep is unique neurophysiologically. In some 
dimensions this phase is ‘deep sleep’. In others 
it is ‘light sleep’. The cortex and, to a large 
extent, the vegetative system operate much 
like the waking state. The motor system is 
massively inhibited. The skin resistance find- 
ings are in keeping with a further depression 
of the arousal mechanism. 

These ideas have been amply confirmed 
subsequently. Evarts (1962, 1964) has shown 
by direct measurement of neurons in the sleep 
state that there is enormous activity in the 
cortex, particularly in the optic area and in the 
pyramidal tract during the rhombencephalic 
phase of sleep (R.P.S.). A variety of investiga- 
tors have demonstrated changes in such para- 
meters as blood pressure, heart rate and respi- 
ratory rate. In general, these are in the direc- 
tion of increases. In every instance there is 
increase in the variability of these measures. 
Hodes & Dement (1964) have shown the peri- 
pheral electrically induced muscle reflex pre- 
sent during slow-wave sleep in the waking 
state is absent during R.P.S. Subsequently, 
other investigators have shed more light on 
the mechanism of motor inhibition. Williams, 
Tepas & Morlock (1962) have shown that 
evoked auditory potentials during R.E.M. sleep 
show a pattern more like waking than at any 
other phase of sleep, but with very low ampli- 
tude. This is another confirmation of the fact 
that the cortex is operating ina fashion similar 
to the waking state. These findings and others 
indicate, moreover, there is a blocking or 
change of threshold for external stimulae 
somewhere in the central nervous system dur- 
ing R.E.M. sleep. 

Clinical studies in human beings have shown 
that deprivation of R.E.M. sleep leads to 10- 
creased need for it and probably behavioural 
and affective disturbances after several days 
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deprivation (Dement, 1960). Deprivation 
studies in cats are demonstrating similar 
findings (D. Jouvet, 1964). 

One finding that may have particular rele- 
vance for psychoanalytic theory has been the 
demonstration that time subjectively ex- 
perienced in the dream is entirely consonant 
with the time of the dream as indicated by 
actual EEG measurements. Moreover, Rofl: 
warg and his co-workers (1962) have very 
strong evidence to indicate that the direction 
of the eye movements is actually related to the 
perceived visual images. —— 

Some studies of rhombencephalic sleep 
have been made in human beings at all age 
levels (Roffwarf, et al. 1964). In general, there 
do not seem to be any marked differences in 
this phase of sleep except some diminution in 
percentage of the rhombencephalic phase © 
sleep with ageing. The most interesting find- 
ings are that newborns and infants spend 27 
enormous amount of time in this phase O- 
Sleep which seems to be older ontogenctical 
than slow-wave sleep, The picture is not €?" 
tirely clear in newborns, but the evidence? 
seems to suggest that the majority of tim s 
actually spent in rhombencephalic sleep wit 
a difference that in the newborn motor activity 
occurs along with rhombencephalic sleep, 2” 
motor inhibition develops only after seve" 
we At this point, we are reminde f 
A statement‘ dreamingisa Pie°® 

A state a life which has been supersede 
is rhomben activated sleep which presumab i 
mammali cephalic sleep has been found ins 
from tiè o PESOS Ro far studied, rang 
monkey (Weitzman nee 1909 throug? 

n, 1961) to man. In gene!) 


this pl 

ia eT is characterized in 

cortex, rapid e evidence of activation of the 

tion. The re cw movements and motor inhib” 

(Klein, 1963) (IR og to date, the tortois 

E Not s] [o 

leep. T. show t ases 

sleep. Ths pigon (Klein, Too rire a vet. 


brief phase of slee : 
total sleep time which aPying about 0-596 9 


is characteri id 
rotary eye Movements ang cterized by sap 
muscle tone. a complete loss 
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A š i : 
dee der recent discovery in connexion with 
n S A " - zc 
: 8 (R.E.M.) sleep which gives promise of 
urther important li ght on the rela- 


edding 
p beven psychological and physio- 
Zuch (1965) ne fing ing by Fisher, G TOSS & 
dg no fhat 95% of R.EM.’s in young 
0 = esate accompanied by some degree 
obtains rection. Moreover this relationship 
indicate ih neonates, 8. finding which would 
Ete E e 
ogia ong — ‘primitive physio- 
the ak ee have demonstrated that in 
Ween the aa is a distinct relationship be- 
and the ream content, manifest or latent, 
imes ree or absence of erection or at 
Permit = detumescence. Space does not 
ions, e: discussion of the possible impli- 
sumption je authors tend to favour the as- 
eP hay, that penile erections in dreaming 
they are e a primary physiological origin and 
T€ Dres present unless factors such as anxiety 
With resi Increasingly, they are impressed 
and the connexion between the dream content 
e Wee on of the erection. — 

Timitiy, Ove Is further evidence of the intense 
Urin e activation occurring periodically 
Tas the night. It is indicative of the basic 

i eroi of the sexual drive. However, it 
life, $ that in the adult the ongoing pya 
With mcd of course, integrally UOTE : 

i other functions of the org 

faa €ven during sleep, primitive, usually 
n vely automatic, physiologic fiupetions ' 
Probab it has been demonstrated tha 
ân ly throughout all mammalian $ ecies 


ig; Perhaps to a limited extent in birds, there 


a 
the hase of sleep qualitatively different from 
of quere predominant ty e of sleep. This n. 
ne 


Suo b m chatacterized by y activation OF 5 
inp; Dd eye movements and a generalized 
by tion of the motor system. Tt is controlled 
pg itid the rostral portion of the reticu- 
nly rmation of the pons. Ordinarily it can 
feti uu during the phase of sleep charac- 

by a synchronized high-voltage slow- 


W 
je Cortical EEG pattern. Evidence suggests 


ved, In the 


at a neurohumoral agent is invol 
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human being this phase of sleep occupies 
somewhat more than 20% of total sleep time. 
It occurs in regularly recurring cycles of ap- 
proximately 90 minutes duration. Under usual 
circumstances, it occurs every night in every 


human being. 


FREUD’S THEORIES OF DREAMING 


At this point, it is interesting to turn to 
Freud’s earliest written ideas about dreams. 
This is for two reasons. First of all, his point of 
view at that time was more nearly neuro- 

may relate more closely to 


physiological and 
some of the investigations mentioned above. 


Secondly, it will be of some interest to note 
the development that took place in his think- 
ing about dreams between the article in 1895 
when the Project for a Scientific Psychology 
was written and 1900 when The Interpretation 
of Dreams was written. 

These earlier ideas of Freud’s have been 
available to us in English only since 1954 with 
the posthumous publication of The Origin of 
Psychoanalysis, which included Freud’s letters 
to Fliess, and The Project for a Scientific 
Psychology (Freud, 1954). While many of the 
ideas presented therein are sketchy and only 
partially developed, they contain the germs of 
almost all his later concepts, some of which 
were not definitely stated until several decades 
ter. There are also other concepts, unfortu- 
er much further developed, which 
in the light of modern 


la 
nately nev! | 
are most interesting 


urophysiology- ; 
xr was an attempt to deal with 


sychological data in terms of the neuro- 
physiological model using the then available 
knowledge. At that time the. role of the 
neuron and its synaptic connexions was just 
to be understood. The remarkable 


eginning 
Md is that Freud was able to create a model 
o 
that still has relevance. l 
The first statement Freud makes in the 


«project? is; ‘dreams are devoid of motor dis- 
charge. - -We are paralysed in dreams’. Freud 
alluded to this a number oftimes in later writ- 
ings but never again made a very considerable 
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issue of this point. It seems such an obvious 
fact that unless one stops to consider the 
implications it might not attract much interest. 
However, this fact may actually have the most 
far-reaching consequences. 

As mentioned above, it has now been 
definitely demonstrated that there is a massive 
motor inhibition during the rhombencephalic 
phase of sleep. This loss of muscle tone is a 
constant finding in all mammalian species. It 
seems likely, moreover, that inhibition of the 
motor system is a necessary condition to allow 
the other aspects of dreaming to occur. The 
relationship of motor inhibition to hallucina- 
tory experience needs further investigation. 
Freud emphasized particularly in his paper 
*The metapsychology of dreaming? (1917) the 
importance of external perception for reality 
testing. Though it is true that there is an 
inhibition of external perception during 
dreaming and that this undoubtedly plays a 
role in the capacity for hallucinatory experi- 
ence, it also seems likely that the motor system 
plays an important part in reality testing. It 
has been demonstrated that subjects in sensory 
deprivation experiments who are permitted 
motor activity show less disorganization of 
mentation and less hallucinatory experience 
than those who are not permitted motor 
activity. 

One also wonders whether or not motor 
inhibition may play any role in the massive 
forgetting of dreams. We know, for example, 
that the type of symbol used in secondary 
process thinking derives originally from speech 
and that in most individuals there is a tendency 
towards some movement of speech muscles 
during reading and certain types of thinking. 
It has actually been shown that the muscles 
most sensitive to inhibition during the rhomb- 
encephalic sleep are those muscles inferior to 
the jaw (Berger. 1961). The definite tonus 
which still remains in these muscles during 
slow-wave sleep drops out completely during 

mbencephalic sleep. 
E a saw the importance of 
motor paralysis in connexion with dreaming. 
One can imagine he would have been delig 
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to find confirmation of this in the discovery of 
a specific neurophysiological mechanism. 

© Secondly, Freud pointed out that con- 
nexions in dreams are partly nonsensical 
partly feeble-minded, even meaningless O° 
demented. This point he did not develop much 
at the time, but related it to the fact that associ- 
ations by reasons of simultaneity would persist 
without ordering and also that much of the 
dream or psychical experiences were fi orgotten: 
This line of thinking, however, has important 
implications for the development of Fenda 
later concept of the primary thought processes: 

Thirdly, Freud emphasized the hallucina- 
tory nature of ideas in dreams: ‘they awaken 
ed consciousness and meet with belief’. apo 
we see the beginning of Freud's Mie 
explain hallucinations. He began to dens 
his hypothesis that hallucinations are due t° 
the reversal of the flow of mental activity 7. 
gressively to the system perception. TER 
because the normal flow to action systems à 
inhibited. This hypothesis was develop? 
more fully in chapter 7 of The Interpr eration d 
Dreams. 

Fourthly, Freud put forth the thesis he le 
emphasized as the cornerstone of his dre? 
theory, namely that dreams are the f! ulfilmen' 
of wishes. This concept followed upon m 
analysis of the ‘dream of Irma’s injection" F 
July 1895, the ‘Project’ being written ^ 
September 1895, 

Fifthly, he remarked on the poor memory 
oid: facil He emphasized that dreams f olor 
the - and thus cause no changes 
narily Tr pod =E a situation he OT 
Also *owing to the pa 
leave no traces of di 
Subsequently there se 
further development of this line of thinking 


Freud. Instead, he e 
; he emphas; í 
censor or repression E asized the role of t 


memory for dreams, Wh 
not to agree with the im 
macer portance nso! 
concepts it Dikey iiag ee nor vit o 
these early ideas may be in order am À ther 
investigation of this line of thinking may 
ing 


ecessary for memory: 
ralysis of motility they 
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MOS in our understanding of 
JL ARR uus 
v lid that most dreams in their 
Tents of the reese Moreover, large seg- 
Ost. As indi reams that are remembered are 
€ large Min above, a difference between 
Which is inia of vivid dream material 
UringaR E led when the subject is wakened 
Teca]] Eon period and the paucity ofdream 
Sleep is mo awakenings during slow-wave 
team is e impressive. Most memory for a 
rmination of d few as 10 minutes after the 
Which have of the dream period. Dreams 
Ing the nj cana been told on awakening dur- 
Cred į ght are generally quite well remem- 
asth the morning. 
ae this early study Freud emp 
easily owes duraishes quality in 
Y this is ‘ice waking life. What Freud 
that hat the neurons he termed percep- 
m: is, those responsible for perceiving 


hasized 
dreams 
meant 


are fi 
nctioning in sleep just as 1 wakening. 


ls 

e ee of consciousness isa 
qualities ainly differs from some oft 
eneral] Which we ascribe to consciousness- 
externa] » the concept of awareness of one s 
cluded environment is at least implicitly 
“iousne in a concept of consciousness. Con- 
refere s is usually also thought of in terms 
‘inly t us to the observers position- Cer- 
s in lese latter two criteria the eee 
Ims Cy as However, in ps cholo L^ 

She dreamer certainly is aware of se 

“euro E. and has self-consciousness- n 
h siological terms, it has now bee! 


n intriguing 
he usual 
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TET TET way related to conscious 
l s. 5 e 
hase or sleep. activated during the CT 
titten 2. after he had concluded the already 
9 do portions of the ‘Project’, Freud began 
o QUbt the value of it. From that point on, 
pus up attempts to deal with psycho- 
refi SEARS uno neurophysiological frame 
then Erence Undoubtedly, in terms of the 
available neurophysiological know- 
Be, this was a wise move. Along with his 
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satisfaction with the ‘Project’, he 
gave up dealing with many of the 
essentially psychological topics dealt with 
therein, some forever and some for a con- 
siderable period of time. For example, one can 
see the forerunner of the concept of psychical 
structure and the position of the ego in that 
structure which was not fully developed until 
many years later. The psychology of intellec- 
tual processes received no later consideration 
in Freud’s published writings, although as 
pointed out by the editor of the ‘Project’ 
(page 350 in The Origin of Psychoanalysis) it 
could be fitted without difficulty into his 
system of psychoanalytic theory. , 
In chapter 7 of The Interpretation of Dreams 
we see both the formulation of the psychology 
of the dream process and also a fresh formula- 
tion of the nature of the psychical apparatus. 
If Freud had had available to him the know- 
ledge which has been acquired in recent years 
about the process of sleep and dreaming he 
would certainly have written chapter 7 some- 
what differently. While it is true „that our 
resent state of neurophysiological know- 
ledge is far from permitting us to deal now, if 
ever, with much of Freud's attempts to under- 
stand the mental apparatus, some of the 
3aformation acquired does give us material 
with which to look afresh at the psychology of 
the dream process put fo 


rth in chapter 7 and 
in ‘Revision of dream-theory' 


general dis 


apparently 


in the New 
Introductory Lectures. It seems likely that we 
ways in which this needs to 


can indicate some | 
be revised and perhaps raise critical questions 


for future study. à 
lat this point to briefly sum- 


It may be usefu l 
ze Freud's concept of dreaming. This 
congruent with Freud’s latest 


formulations contained in the chapter “Re- 
f dreams’ in New Intro- 


vision of the theory o 
ductory Lectures on Psychoanalysis (Freud, 
1933) written in the summer of 1932. There are 


no fundamental differences from the ideas 
d more comprehensively in The 


mari 
summary 1S 


expresse e 
Interpretation of Dreams. Freud himself points 
out that his whole foundation of dream theory 


rests 0D the postulate *that even this unintel- 
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ligible dream must be a fully valid psychical 
act, with sense and worth which we can use in 
analysis’. With a few exceptions this point of 
view has been agreed on by all serious workers 
in the field. Kleitman (1963) would consider 
the dream as simply a type of imperfect think- 
ing. I believe that even he, however, agrees 
that analysis of this material reveals under- 
lying feelings and thoughts of the individual 
at that time. There can be no doubt in the 
mind of anyone who has undergone analysis 
or performed analytic work that dreams are a 
meaningful part of mental life. How dreams fit 
into one's overall psychical activity and the 
process of dream formation are still susceptible 
to further study. 

In dealing with the question of whether or 
not the dream has a function, Freud pointed 
out that sleep is threatened by external stimuli, 
by interests of the day before which have not 
abated and by unsatisfied repressed impulses. 
As a consequence of the reduction of repres- 
sive forces during sleep, he sees a risk that 
sleep would be threatened whenever disturb- 
ances link up with an unconscious source of 
energy. He sees the dream as allowing dis- 
charge through a harmless hallucination. The 
dream is then *the guardian of sleep’. These 
are the two things that Freud sees as the func- 
tion of dreaming, namely periodic discharge of 
the unconscious and guarding of sleep. 

A key premise of Freud's concept of dream- 
ing is the thesis that a dream is an attempt at 
wish fulfilment. In the ‘Revision of the theory 
of dreams’, he discusses the problem. of 
anxiety dreams and punishment dreams point- 
ing out that these do not contradict the original 
premise. The development of the concept of 
the superego subsequent to writing The Inter- 
pretation of Dreams clarifies this point. In his 
later writing Freud discusses the role which 
the superego plays in dream formation, and 
indicates, for example, that punishment 
dreams can be understood as dealing with a 
wish from the superego. 

In this later paper he does point out two 
serious difficulties still facing the wish-fulfil- 
ment theory. The major problem is explaining 
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the repetitive dreams of people with a trau- 
matic neurosis. He asks the still unanswerable 
question ‘what conative impulse could pos- 
sibly be satisfied by the reinstatement of a 
most painful experience’. I shall have more to 
say about that later in discussing the wish ful- 
filment theory. Freud also wondered why the 
early sexual experiences of a child which were 
so bound up with painful impressions have 
such easy access to dream life. He largely 
answers this by pointing out the basic intensity 
of these drives and the capacity of the dream 
work for disguising the painful aspects. 

A recapitulation of the process of dream 
formation as conceived by Freud is in order 
here. Freud postulates that in the preconscious 
during the night there are residues of previous 
day’s thoughts and indifferent impressions. 
With the lowering of repression, infantile im- 
pulses from the unconscious can become at- 
tached to these, thus forming latent dream 
thoughts. Through a process termed dream 
work, the manifest dream (dream proper Of 
dream text) is fashioned from the latent dream 
thoughts. The dream work consists of such 
processes as condensation, displacement an 
symbolization. The original thoughts are dis- 
torted and disguised. The isolation of external 
stimuli and the inhibition of the possibility of 
motor activity permit these thoughts to follow 
a regressive path back to the system percep” 
tion. They are changed into concrete images 
and perceived for the moment as convincingly 
real experiences. 

There is one further ste. 


T Step in the process: 
namely secondary revision, "This is dis same 


process of making a g 3 d 
totality of percept that en hee 
ception. ith all p 
It is now our task to cong; A . 
aspects of dream ies. M acm erui 
whether or not recent Studies ed it, to S 
further light. In some instances a shed pu 
possible to make any further mets will pil * 
time. In others we may find that est at P 
confirms the original theory E ATE m 
there may be an indication of th in other 
some revision. € need for 
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Mua pst out that the first event in 
tentional ime) the wish to sleep and in- 
World’. The questi ecd from the external 
appropriatensss os T» been raised as to the 
Since it iş 1 of talking of the wish to sleep 

| Ogica] i ear that there are built-in physio- 
the ii that lead to sleep even if 
Wishes to m concerned may not feel that he 

/— Téasong po eep or may indeed have very strong 
his line cy "9t sleeping (Hollander, 1962). 

$m of nrbs oi is related to the prob- 
Soma, Fre (^ a split between psyche and 
Bà cime (1900, p. 598) has defined a wish 
Aiming to nt ‘starting from unpleasure and 
tion would. ards pleasure’. This sort of defini- 
Primari] seem equally applicable to impulses 
Ose ips at a biochemical level and 
ence "da to primarily symbolic processes. 
Stem a te concept of the wish to sleep would 
Moment oe one whether at any given 
retreat fi e urgency arose from the need to 
Psychologi an overwhelming symbolic or 
às yet Be et threatening situation or from 
Sent hum, entified, but almost certainly, pre- 
-Drain ce oral substances influencing certain 
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any Sir as I am aware, Freud did not give 
TOSE consideration tothe need for sleep 

(o ss at is accomplished by it. Implicitly, he 
-dream 3 this problem in the concept of the 
lione iB as a periodic discharge for the 

ore fal ous, a topic which will be discussed 

Bn: uly in a later section of this paper. At 

— been dis y biological level, it has never entirely 
Slee arified what is accomplished in rest oF 
ls Certainly we know that for part func- 

| re Is necessary to restore certain bio- 
the n equilibrium, If we then consider what 
Ship Pi are in terms of sleep with relation- 
ation the brain either conceived as an infor- 

Com, ^ processing centre in the model of the 

x i£ or in psychoanalytic terms, there 

d q € some restorative function accomplish- 
Bus uring sleep. If we think in terms of the 
ig E information-processing machine 

el the following idea seems reasonable. In 
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such a machine after a certain amount of input 
there must be a period for information sorting 
and storage. This allows the part of the 
machine that is up front, so to speak, to pre- 
pare itself to receive further input. Freud him- 
self conceptualized in somewhat different 
regard this sort of need. This idea was most 
highly developed in his provocative paper, 
* A note on the mystic writing pad’ (Freud, 
1925). 

If we think of what sleep may accomplish 

in terms of a psychoanalytic framework we 
may say that the ego has limits to the amount 
of problem solving it can do and needs a 
period of regular restitution. This would cer- 
tainly seem to be the sort of thing which sleep 
would provide, but if one thinks this concept 
through one is forced to face the question, * Of 
what does this restitutive process for the ego 
consist?" There must of necessity be some sort 
of active process during which there is a re- 
arrangement of cathexes during which im- 
mediate issues are somehow resolved, and 
during which part of the ego, particularly that 
faced with the problems of dealing with the 
immediate issues of the external world, wipes 
its slate clean. Sleeping must be considered as 
more than simply the cessation of activity, 
whether physical or mental. This raises the 
issue as to the role of the dream in this 
whole process, a problem to be considered 
in somewhat more detail in a later sec- 
tion. 
Now we return more directly to Freud's 
out the dream as the guardian of sleep. 
tulated that the primary function of 
dreaming is to keep the sleeper from waking 
when the forces of repression are sufficiently 
lowered so that unconscious wishes become 
appropriately linked with preconscious 
thoughts. In Freud’s view, without the agency 
of the dream this would have led to waking 
and action. He assumed that this usually oc- 
curred when there was considerable arousal, 
or in other words during light sleep. It is 
evident from his writings that he thought that 
this occurred under ordinary circumstances 
ose to the time of awakening. 


ideas ab 
Freud pos 
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Freud did discuss the fact of some dreams 
occurring in the middle of the night and ac- 
cording to his presumption in a very deep 
sleep. He explained the occurrence of such 
dreams in terms of psychic economics. If the 
motor power of the unconscious wish was 
unusually great, then the dream would occur 
in deep sleep. Except as stated above, I find 
no explicit comment as to how often or during 
what part of sleep time Freud thought dream- 
ing occurred. 

We now have knowledge that dreaming is a 
repetitive, virtually automatic, phenomenon 
which, except under very unusual circum- 
stances, occupies the same amount of time 
each night. Therefore, in precisely the sense 
Freud meant it, a dream is not the guardian of 
sleep. However, if we take a close look at the 
facts now known about dreaming sleep, it is 
clear that there are specific built-in mechanisms 
which operate during that phase of sleep to keep 
the sleeper from waking. The finding that there 
are elevated vestibular and reticular forma- 
tion thresholds, and the evidence suggested by 
the finding of an elevated basal skin resistance 
suggesting an arousal system that is even more 
involved in not permitting waking, indicate 
that sleep is being protected at the same time 
that a major portion of the central nervous 
system (especially the neocortex) is highly 
activated. 

It would seem now more useful conceptually 
to suppose that there is an important function 
served by activated sleep in all mammalian 
species and specifically by dreaming in the 
human being. There is a mechanism built-in to 
ensure that such a period of activated sleep or 
dreaming occurs and this mechanism includes 
devices for preserving sleep. 

Dream deprivation studies in the human 
have demonstrated the fact that there is some 
mechanism which strives harder and harder to 
achieve dreaming sleep the longer the period 
of deprivation. Dream deprivation studies in 
cats clearly demonstrate such a mechanism 
and suggest strongly that the accumulation of 
a neurohumoral agent is involved. While the 
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humoral substance involved, if there be one, is 
the immediate cause of dreaming sleep, it 
certainly is not the function of sleep to utilize 
this substance. Clearly, in evolutionary de- 
velopment the occurrence of such a substance 
and such a mechanism must have developed 
because they fulfilled some useful function. 
The development of behavioural disturbances 
which occurs with prolonged direct dream 
deprivation or dream deprivation through 
total sleep deprivation strongly suggests the 
psychological need for dreaming in sleep. It 
might be postulated that the disturbance is 
secondary to the accumulation of the neuro- 
humoral agent, but this seems unlikely on two 
scores. First of all, as suggested above, it 
seems unlikely that the agent would be there 
for any other reason except to promote what- 
ever function is served by activated sleep and, 
secondly, if our present theories are right, 
there is a regular systematic accumulation © 

this substance under normal conditions with- 
out any behavioural disturbance. 

, As is the case with any automatic functio? 
in human beings, psychological events aP- 
parently have the capacity to overrule partially 
the bang built-in regulator, Evidence for this 
on one side is the finding of Fisher & Deme” 

dux of an enormous increase in the amount 
Minen e eina patient the night he develop” 

Psychosis. On the other side, the ‘fils 


night effect’, which 3 
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THE 
DREAM AS A VEHICLE FOR THE DISCHARGE 
OF UNCONSCIOUS EXCITATIONS 


nou 7of The Interpretation of Dreans, 
fend sa jen D, The function of dreaming’, 
ringin = Teaming ‘has taken on the task of 
Scious A ack under control of the precon- 
as been eo in the unconscious which 
Teud s eft free’. This is the same task which 
ctuall ays *...is that of psychoanalysis’. 
erm * yin this particular reference he uses the 
Psychotherapy’. 
Up oa part of his discussion leading 
Veyed th 's statement the impression is con- 
à need 7" Freud's original idea had been that 
conscio or the preconscious to bring the un- 
ortuitous back under control was essentially 
Tom iu and related only to the need arising 
Were oe that the powers of repression 
Oes ie ened during sleep. Subsequently, it 
T re m that Freud felt that there was a need 
3 d Systematic discharging of the un- 
th Ous. In a footnote he indicated stronkiy 
assigne ^ n ows of no other function that can be 
tioned. toa dream other than the one He 
ad s above. He quotes Maeder (1912), W à 
they Uggested that dreams behaved as thoug 
Fre, te trial practices for waking actions 
dream points out that Maeder poe 
Whic $ and the play of animals and chil m 
Operatic be regarded as practice in * 
tion f, ‘On of innate instincts and as pue. 
Ore 5 Serious activity later. Maeder ther P 
ye ."Veloped a ‘hypothesis that dream 
* a play function’, He further comments 
E earlier Adler (1911) had insisted that 
Re possessed a function of me 
Nalysi and Freud mentions a dream 10 ^ 
Ysis of Dora ‘which could be only rega" 
D. expressing an intention and was repeate 
TY night until it was carried out’. Freu 
ae that he does not regard this secon- 
that. function of dreaming as true. He fue 
Such ey sis of dreams may give indication : 
On ; planning-ahead thinking which has £0? 
in the unconscious and preconscious but 
» t this activity was a function of precor- 
Ous waking thought. He says: “It has long 


ey 


“material is 


been the habit to regard dreams as identical 
with their manifest content; but we must now 
beware equally of the mistake of confusing the 
dream with latent dream thoughts. This 
would seem to show that in spite of a number 
of comments that much mental activity con- 
tinued during sleep, Freud generally felt that 
organized thinking, even though it were 
primarily unconscious (operationally but pre- 
conscious topographically), could occur only 
during waking. This is a point of view dis- 
tinctly different from what has subsequently 
been suggested by Erikson (1954) and 
French & Fromm (1964) who deal with the 
problem-solving implications of dreams. 
These investigators would accord more with 
the view of Maeder (1912) and Adler (1911) 
in this regard. The studies of Offenkrantz & 
Rechtschaffen (1963) of sequential dreams in 
the same night and studies in our laboratory of 
the recall of sequential dreams further sug- 
gests this, (R. D. Knapp, to be published). 
Perhaps this is a reflexion of the fact that 
Freud's earlier preoccupation was with the 
unconscious and only in later years did he 
begin to pay significant attention to a wide 
variety of ego functions. 
To return to Freud's theory of the dream as 
a vehicle for the discharge of unconscious 
‘excitations’ Freud, relates this to the “excre- 
tion theory’ of Robert (1886) who said, 
“dreams serve as à safety valve for the over- 
burdened brain. They possess the power to 
heal and relieve,’ Robert (1886) had noted the 
fact that in the manifest content of dreams, the 
frequently that of trivial daily im- 
pressions and rarely deals with important dail 
Faterests. Robert postulated that the dream is 
concerned with thoughts which had not been 
orporated into the memory dur- 


sroperly incorporated int = 
prop E previous day. Freud agrees with the 


in = 
mE vations and agrees with the concept of 
namely the excretion 


fhe function of dreams, 
theory Or discharge concept, but disagrees 


with Robert's concept of the process. Part of 
disagreement is that Robert emphasized 
ic function of the brain and Freud 


is 
this as somat 


wishes to emphasize the psychical meaning of 
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dreaming. This difference would seem to be 
largely a semantic one, however. The chief 
point of difference would be Freud’s emphasis 
of the unconscious wish being the instigator of 
and providing the energy for the development 
of the dream. 

What, if anything, can recent investigations 
contribute to this concept of discharge of un- 
conscious ‘excitations’? At a basic level the 
excretion theory makes us think of the formu- 
lation that rhombencephalic sleep is set off by 
a humoral agent and that deprivation of that 
sleep leads to an accumulation of the sub- 
stance with consequent disruption of proper 
function. We are also reminded of the experi- 
mental sleep and dream deprivation studies 
where behavioural abnormalities have been 
found. With purely dream deprivation these 
tended in the direction of anxiety and irrita- 
bility. In prolonged combined sleep and dream 
deprivation there is clearly evidence of distort- 
ed thought processes with the appearance of 
delusional thinking and at times hallucinatory 
experiences. The experience of anxiety might 
simply mean a perception of some disordered 
operation though it might be also related to 
threatened overwhelming of the ego. The 
intrusion of primary process thinking into the 
waking state indicates a real breakdown of ego 
function. It could be interpreted either as due 
to insufficient discharge of unconscious 
‘excitation’ or to ineffective ego operation 
because there has not been a sufficient 
opportunity for information sorting and 
storage. 

The fact that the rhombencephalic phase of 
sleep occurs in all likelihood in all mammals 
indicates that in our eventual understanding 
of this phase of sleep we will have to take into 
account a function which is appropriate to all 
mammalian species, and one aspect of its 
function in man will have to be related to this 
common property. This does not mean, how- 
ever, that man has not taken over this phase of 

sleep for purely psychological usages. and that 
we may not have a theory which deals only 
with uniquely human functions as one aspect 
of the more general theory. Certainly we can- 
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not speak of the basic property of this sleep as 
being that of discharging unconscious ‘excita- 
tions’ as it would not be appropriate to con- 
ceive of the rat having to discharge uncon- 
scious material by having a rich fantasy world 
in its dream life. 

Tt may be appropriate at this time to ask the 
question, what is accomplished by this periodic 
phase of special sleep? Obviously we can do 
no more than speculate. If we take another 
look at the phenomenon connected with this 
type of sleep, we cannot help but be impressed 
by the fact that in many aspects the organism is 
operating as if in a very alert state. Rapid eye 
movements suggest an animal rapidly scan- 
ning the environment. The twitching of the 
vibrissae and paws of the cat in this phase of 
sleep certainly give the appearance of some 
diffuse alerting behaviour. There is increase in 
olfactory bulb activity during this period which 
persists even in the decorticate cat. The cortex 
is aroused though there are differences from 
the aroused waking cortex, That all this 
activity can occur is a function of the eleva- 
tion of internal thresholds somewhere in the 
central nervous system for the perception o 
external stimuli and the general inhibition ° 
motor activity. 

Nei rh rri then is what can b° 
sleep? Foi the y this periodic arousal durin’ 
question from PEPEN we will consider th” 
biological E prodi of view of genero 
bibi ied. s that relate to all mammals. : 
2 ertain that this phase of sleep does not 
simply serve to utilize the diced humoral 
substance. This must be just a device for trig- 
gering off the state. One knows E Ice | logica 
function this widespread wh; . no biolog a 
some sort of functional nui 1 does not e 
is stimulated by the we One possibili y 
studies that have been od deprivation 
years. Itis now clearthatwith a. in recen 
in sensory input, or at least de decrease 
input, there is a disruption in Cea senso 
in the central nervous system, Gere er functio 
sleep there is a significant desear during 
sensory input as well as interna] E SU external 
It seems plausible to propose for voisin aon 
atio 
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aldemor F full-term infant (Parmalee & 
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Would se an extremely low level in utero it 
mechani em necessary that there be some 
ECN a for periodic internal activation of 
Centre, his is regularly done by the pontine 
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No as This seems very unlikely. I moy 
OEE mechanism which is necessary only 
tä life or infancy and remains SO promi- 
n adulthood. One could conceive O 
Specie, P Sting in the first few evolutionary 
Out all in whom it developed but not through- 
t se mammalian species. 
ems likely to me therefore that 
tc p to allow the C.N.S. acti 
Mate Practice in the foetal state an 
i Ke life to keep the C.N.S. regularly reorgan- 
uring periods of sleep. i 
Other hypothesis not necessarily mutu 
Our ee with the above is suggeste ki 
Tead nowledge of cybernetics. We have al- 
usn hinted at this possibility earlier. When 
essen computer one must have periodie 
sins of input and permit processing an 
alten of information already put !n- AS 
Sort T discussed, if sleep is to afford some 
9f the E function of the C-N.S^ one 
Sessin unctions must be an active one of pro- 
Sor ig and storage of a great amount of sen- 
men input of the previous day. Part of the 
. ental apparatus which we may think of as 
Up-front? which deals with perception an 
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the immediate problems involving decision- 
making must have to be freed up for handling 
the issues of the following day. It seems not 
improbable to suppose that rhombencephalic 
sleep is in some way involved in this process. 
Robert's ‘excretion theory’ was dealing with 
the problem of sorting away unresolved 
material from the previous day. 

If we assume such hypotheses for all animals 
witha rhombencephalic phase of sleep, how do 
these ideas relate to the human being? It is 

uite clear that as with many other processes 


this phylogenctically long-standing neuro- 
al mechanism has been taken over 


physiologic 

to be used in the service of a uniquely human 
function—the manipulation of symbolic 
information. 


]t seems appropriate to ask whether or not 
this type of approach to sleep and dreaming 


may be useful within the psychoanalytic 


framework. Slee is conceived of psycho- 


analytically as à regressive Process in which 
there is a loss of cathexis of the ego, though 
not all ego cathexes can be lost. It would seem 
a reasonable position in view of our present 
nowledge to hypot hesize that dreaming sleep 
permits a type of ego. recathexis. If this were 
Et to recur periodically it would become in- 
creasingly difficult for the ego to reintegrate 
after a prolonged period of sleep. This indeed 
s prolonged periods of 


a " 
is the case following riods. 


B tive sensory deprivation or monotony. Tn 
ihis connexion one is reminded of the occa- 
sional experience of being suddenly awakened 
from what apparently has been very deep 
sleep (presumably stage IV on the EEG) to 
find oneself momentarily disoriented and con- 
fused and, along with this, anxious. At these 


times it takes à definite period of time for the 
ego to re-esta 


blish mastery. The hypothesis 
might be stated to the effect that during sleep 
ihere is a nee 


d for the ego periodically to be 
partially | recathected at more or less regular 
s, and this, among other things, is 
accomplished by dreaming... p 

The next question which arises is whether or 
not the concept of the need for information 


processing and storage has its counterpart or 
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can be expressed in terms relevant to psycho- 
analytic theory. The unconscious wish striving 
for expression is ordinarily considered to be 
related to events of the previous day. Some of 
the issues which have arisen, some of the prob- 
lems needing solution will have stirred up the 
particular major unconscious impulse which 
provides the motive power for the dream. In 
certain instances the unconscious wish may be 
related primarily to internal drives which 
might arise; for example, in connexion with 
changes in the menstrual cycle of the woman. 
Whichever way the drive has arisen, and it is 
almost always a combination of factors, there 
must be a perception of it in the mental 
apparatus which is functioning to keep it 
repressed. French points out that repression 
must be related to a process of learning what is 
permissible of expression and what may lead 
to unpleasure if expressed directly. 

The ego which has been expending energy 
in keeping the unconscious impulse and its 
related material in check must resolve some of 
the issues even if it is only to condense the 
whole matter so that it can be more economi- 
cally dealt with. Therefore it would seem 
logical to suppose that during sleep, and utiliz- 
ing the dream process, the ego sorts out and 
rearranges the drives and related material. 

Freud speaks in terms of the preconscious 
bringing unconscious impulses under its con- 
trol. This could equally well be expressed in 
terms of ego function. The ego is sorting out 
the unconscious impulses stirred up and not 
resolved during the previous day and making 
some fit into the total pattern of the mental 
apparatus. 


'THE DREAM AS WISH FULFILMENT 


Freud continued throughout his life to see 
as a cornerstone of his ideas about dreams 
that the dream is an attempt at fulfilment of a 
wish. In taking another look at this concept it 
may be useful to repeat Freud's definition of a 
wish (1900) as a current starting from un- 
pleasure and aiming at pleasure. This is, in a 
sense, another way of saying that human be- 
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haviour and mental activity are motivated and 
that wishes are the psychic representation of 
drives. In the present day, I doubt that anyone 
would disagree with the notion of biophysical 
drives which have a psychological representa- 
tion. Even those who would still think that 
dreams simply reflect imperfect thought 
would, I believe, agree to the idea that it might 
be possible to find evidence of wishes in the 
products of the imperfect thinking. In Freud's 
time, of course, the whole concept of the dream 
as meaningful was a revolutionary one, and his 
emphasis on the importance of the concept of 
wish fulfilment is quite understandable. Freud 
conceived of the basic wish in the dream as 
being derived from the unconscious, and in his 
opinion it was always ultimately an infantile 
wish. He felt that the only way in which à 
dream could be formed was by the motive 
power or quantity of drive being furnished by 
the unconscious. He used the analogy of the 
day residues or problems left over as that of 
an entrepreneur. The entrepreneur has the 
idea and the initiative to carry out the idea but 
needs capital to put it into execution. The 
capital for the thoughts of the previous day, in 
Freud's opinion, was a wish from the uncon- 
scious. Freud further goes on to say that the 
day's residues are the ‘true disturbers of sleep 
and not dreams which on the contrary 4° 
concerned to guard it’ (1900). The fact that 
representatives of drives appear in dreams has 
been repeatedly shown since Freud but with 
essentially similar techniques. 

It was our initial impression as we became 
familiar with techniques of studying the PSY” 
chophysiology of sleep and dreaming in the 
laboratory that the idea of biophysical force? 
beginning to strive for expression leading to 
arousal was a correct one. As one spends ? 
night in the dream laboratory one cannot help 
being impressed as one watches the various 
polygraphic instruments just before an REM 
period that there are instinctual forces impe” 
ling the subject towards action. Everything 
seems to be becoming activated. Then at the 
last moment it is as if a switch is thrown, 2” s 
instead of waking and acting the subject goe 
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eect phase of sleep and plays out 

Th ae on a screen in the mind. 
vals i Econ s regular repetitive inter- 
of the Wnai mg requires modification 
Sponses to insti hat dreams are simply re- 
level at that m: drives reaching a certain 
Wày that the s =- r^ 7 it in another 
Tesidues and eon, ae | of day 
reached. It seems clear tl stile dey — 
directly ead to th F that the drive does not 
appen is that hs AD ‘Wiha tone 
Special type of pontile centre stimulates a 
charge of dri of arousal which permits dis- 
at the m rives. Whatever drives are energized 
SWitchin oment strive for expression. The 
Sleep toad mechanism involved in paradoxical 
and raising to the inhibition of motor activity 
that the Es of external sensory thresholds so 
Phase «^P is preserved while the activated 
hallucinstocy This whole process permits the 
take pla Ory experience we call a dream to 
of ew Presumably with some discharge 
reso] n involved in the drive and some sort 
€ unr ution of conflict situations raised by 

t esolved drives. 

Tacna, be important to point out at this 
Ying rh that while there is a general under- 
omb ythm to the appearance of episodes of 
EP eae canoe sleep, there is, within limits, 
Pisod, n in the timing and length of individual 
e Pise of rhombencephalic sleep. Moreover, 
Sleep ines Some variation in the percentage of 
Uctu f spent in this phase. There 75 a 
consid, lon in percentage of dream time of 
ee; erable magnitude in both directions. It 
Ps Clear that certain situations, presumably 
sus Sion, such as the first night a subject 
S in the dream lab., can lead to less 
Ven encephalic sleep than usual. Whether 
ar nights during which we find an unusually 
vea amount of rhombencephalic sleep are 
ply compensatory for previous nights when 
Ot enough occurred or are due to some other 
font remains a moot point. Fisher & Dement 
1963) have reported a borderline psychotic 
Patient who was in psychotherapy and who 
Was studied in the dream lab. the night he be- 
TIS overtly psychotic. This individual had an 
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extraordinarily large amount of dreaming 
sleep that night. The question, of course, is, 
does this represent the breakthrough of un- 
conscious processes? 

Another important question raised is where 
the dream fits in the total psychic economy. 
That man has the capacity to play out within 
his own mind possible future actions and their 
outcomes is clear. The major function of this 
capacity seems to be to allow him the oppor- 
tunity to utilize his instinctual energy in the 
most efficient way. He runs the situation 
through his computer, so to speak, to see 
what is the best way to operate. If dreaming 
discharges unconscious ‘excitations’, some 
energy must be discharged in this fashion. One 
wonders what controls the amount of dis- 
charge allowed in this way. Certainly if the 
dream discharged all energy, there would be 
none left to compel the individual into useful 
action when awake. This is essentially what 
occurs in people we loosely term ‘dreamers’ 
or in the schizophrenic who creates his own 
false world. We obviously need to know much 
more about the energy relationships. 

Maeder (1912, 1916) suggested that the 
‘dream as a wish fulfilment is too indefinite 
and especially too one-sided for it actually 
fails to embrace the important teleological 
side of the unconscious function’. He felt that 
the dream had two chief functions, which he 
called the ‘cathartic’ and the ‘preparing func- 
tion’. The former essentially corresponds to 
the concept of the discharging of unconscious 
‘excitations’. The latter concept would indi- 
cate that dreams were used as trial practices 
for future waking actions and represent at- 
tempts at solving conflict. He likened this 
function to the play of children which prepares 


for serious activity later on. Maeder empha- 
sized the necessity for paying more attention 
to manifest content in the form of a dream. 
He felt that Freud’s emphasis on the discharg- 
ing of unconscious ‘excitations’ and the focus 
on the infantile wish represented only the 

leasure principle part of the dream. He felt 


Tat the dream served as a way of communica- 


tion between the unconscious and other 
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psychic systems and permitted some attempt 
at conflict resolution in accordance with the 
reality principle. The dream, however, had the 
capacity to draw on the unconscious. Adler 


191D-3 ted by Fre proposing that 
dreams possessed a function of thinking 


ahead. These two seem to have been the fore- 
runners of the types of points of view expres- 
sed more recently by French & Fromm (1964), 
Erikson (1954) and Jones (1962). 

Freud himself attempted to refute Maeder's 
point of view. In a footnote on page 579 of 
The Interpretation of Dreams he says, ‘the 
dream's function of “thinking ahead" is 
rather a function of preconscious waking 
thought, the products of which may be reveal- 
ed to us by the analysis of dreams or of other 
phenomenon. It has long been the habit to 
regard dreams as identical with their manifest 
contents; but we must now beware equally of 
the mistake of confusing dreams with latent 
dream thoughts.' Freud either did not make 
up his mind about this issue or varied in his 
point of view from time to time. In the section 
on the function of dreams from which the 
above quote is taken, Freud denies completely 
that problem-solving is a function of dream- 
ing. However, on page 564 of The Interpreta- 
tion of Dreams and again at the end of part 
two of The Ego and the Id (Freud, 1923) he 
mentions the fact that on occasion the solu- 
tions to problems which have not been solved 
in waking life occur in connection with a 
dream. This discrepancy may be simply a 
matter of Freud not always being careful to be 
precise in covering a number of different 
things by the casual use of the word ‘dream’. 
For example, he generally emphasizes that the 
unconscious can solve problems, or rather 
that problems may be solved unconsciously. 
He indicated, however, that the problem was 
not solved in the dream but had already been 
solved during the waking state and the solu- 
tion formed part of the latent dream thoughts. 
In a number of places he is quite specific in his 
impression that thinking only goes on during 
waking life though it may be at quite an un- 
conscious level. At other places, notably the 
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already mentioned part two of The Ego and the 
Id, he distinctly talks of preconscious thinking 
occurring during sleep. 

The conservative conception of the latent 
dream thoughts as having all been formed 
originally during waking life and then permit- 
ted to form a dream when they hook up with 
an unconscious wish would be reinforced by 
the idea which Freud held and which recent 
research has shown to be an error, namely that 
the dream occurs in a flash, all the work hav- 
ing been done previously. Freud quotes a 
classical example to prove this, namely the 
‘guillotine dream’ of Maury described in 1878. 
Freud likened the actual dream to a ‘firework 
which takes hours to prepare but goes off in a 
moment. p 

Recent experimental work almost certainly 
proves that the time consumed by the dream 
as indicated by the duration of rapid °° 
movements, is identical with the duration o 
the dream as reported and subjectively pe 
ceived. Roffwarg, Dement, Muzio & m 
(1962) have even gone so far as to show thà 
the directions of the rapid eye movements a 
related to the events as perceived in the ne 
This, of course, is strong confirmation of th 
congruence of actual time with dream img 
Moreover, if dreams occurred in a flash es 
would be no explanation for the considerab i 
period of time actually spent in dreaming pem 
night. To return then to the issue of whet” 
or not the dream does have some pro € 
solving function, or in Maeder's (1912) por 
preparing function, we need to pay attento 
particularly to the work of Erikson (1954) e 
French & Fromm (1964). In ‘The pane 
specimen of psychoanalysis’ (1954) m 
has, in a masterful fashion, reinterpreted pe 
dream of ‘Irma’s injection’, which was , 
first dream to be interpreted by Freud: 
places this in the context of Freud's life pena 
strivings at that particular moment and pa 
the inner play between basic primitive 1 E 
tile drives and needs and the reality aspe ak 
the problems and issues facing Freud at los 
particular juncture in his life. He pay5 dica" 
attention also to the manifest content, IP 
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Which in turn em " to an attempted solution 
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linetión at the : Team is an actual ongoing 
While there ma ^s hes occurrence; that 
Work done with the | e see p 
hand, it is almost = atent material before- 
the actual Pee in lair true that during 
to be attempts at the ee there continues 

French (1952 dos lem-solving. 

Jie Tiesta a "e 1958); in his work on 
cally and more "d e tamon more systemati- 
Point of view ern developed a similar 
importance ; e, of course, emphasizes the 
that the m of a focal conflict and indicates 
With ont ental apparatus is capable of dealing 
even ice, One major issue at any given time 
of that ed there may be varied ramifications 
Beton; asic problem in all directions. He 
active! pos that in dreaming the ego is 
that Pie ealing with certain conflicts, and 
other j one attempted solution is developed 
Shifts issues may occur which make for further 

It; In operation. 

ea established, then, that dreaming takes 
tön, over an appreciable period of time and, 
B qn. Various analyses of content, the evidence 
Solute” that dreaming does attempt conflict 
to i e Though gross body movements tend 
Slee e inhibited during the phase of R.E.M. 
er there are often small particulate move- 

d S particularly in fine peripheral muscles. 
ad a as has already been mentioned, in 
Sime to the rapid eye movement in 
and m there are twitchings of the vibrissae 

Sia ne fibrillary movements of the paws. 

i Kup ced i techniques, Wol- 
Priat 60) demonstrated excitation of appro- 

e musculature associated with activity 10 

i ac item. In other words, if a specific action 

is allucinated in the dream there is increase 
Activity in the muscle which normally woul 

ave carried out the hallucinated action. It has 

een demonstrated that there are supra-spinal 
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inhibitory volleys during activated sleep which 
eliminate monosynaptic reflexes during R.E.M. 
sleep and inhibit polysynaptic reflexes in the 
cat (Giaquinto, Pompeiano, & Sanrogyi, 
1963). Hodes & Dement (1964) have demon- 
strated the absence of electrically induced 
reflexes during R.E.M. sleep. 

One wonders if, in addition to the purely 
central hallucinatory aspects, there is a mini- 
scule motor accompaniment which would en- 
hance the reality of the hallucination. There is 
certainly frequently a vegetative system change 
in accompaniment to dreaming. It seems likely 
that resolution of conflicts, and problem- 
solving activity of a sort occurs during the 
dream proper. 

Freud in his last comprehensive statement 
about dream theory pointed to two difficulties 
with regard to the wish-fulfilment hypothesis. 
He wondered how it is that memories of first 
sexual experiences as a child which are so 
‘linked to painful impressions of anxiety, pro- 
hibition, disappointment and punishment’ 
have such free access to dream life. He 
answered this by pointing out the strength of 
the imperishable, unfulfilled instinctual wishes 
which provide energy for the construction of 
dreams. He felt that these strong forces bring 
along with them to the surface material of dis- 
tressing events. It was his opinion, however, 
that the dream work is directed to changing 
the unpleasure into pleasure by means of 


distortion. 
He saw th 

fulfilment hypo 

above. This ist 


e other problem with the wish- 
thesis as much greater than the 
he fact that dreams occurring 


in someone with a traumatic neurosis regularly 
end in the generation of anxiety. He said that 
if one takes the objections in this instance into 
account one may say instead of ‘a dream is the 
fulfilment of a wish’, the ‘dream is an attempt 
at the fulfilment of a wish’. 

It would seem more understandable to view 
dreaming as reflective of ongoing attempts at 
achieving motivations and solving problems 
rather than simply wish fulfilment. Since 
wishes are the psychic representatives of 
motivations OT drives, evidences of wishes 
Med. Psych, 39 
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would be found in most dreams. The under- 
standing of anxiety dreams in those with 
traumatic neuroses would be much more 
understandable as representative of continu- 
ing efforts at dealing with an unsolved prob- 
lem, one that cannot even be handled by usual 
repression or compromise techniques. 


REGRESSION 


One of the obvious questions in discussing 
dreaming concerns the mechanism which 
allows for the hallucinatory nature of dreams. 
Freud discusses this problem in chapter 7 
under the heading of regression. He uses the 
model of the compound microscope as an 
analogy for the functioning of the mental 
apparatus, a notion proposed earlier in the 
‘Project’. This model indicates the relation- 
ship of preconscious and unconscious as well 
as mnemonic areas and the perceptual system. 

According to Freud's concepts, impulses 
arising in the unconscious get through in sleep 
to the preconscious. However, since motor 
activity, which would be the next step, is 
blocked, the impulse takes a regressive instead 
of progressive direction back through the 
primitive mnemonic systems to the perceptual 
System to be activated in a reverse direction. 
The mnemonic traces activated by the uncon- 
scious impulse are therefore perceived with 
complete sensory vividness. 

Is there anything in any of the recent studies 
to refute or support this point of view? Bizzi 
(1965) has recently shown that during para- 
doxical sleep there are spiking waves syn- 
chronously in both lateral geniculates which 
are related to R.E.M. and there is correspond- 
ing increase of activity in lateral geniculate 
neurones. These occur during the same period 
of time in which Evarts (1962) has demon- 
strated an increase in firing of neurons in the 
Occipital cortex. It has been shown that the 
geniculate activity is not dependent on im- 
pulses from the optic nerve and the evidence is 
that it is a response to ascending impulses 
reaching the lateral geniculate nucleus from 
the pontine reticular formation. 
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These findings may well be demonstrating 
the neurophysiological basis of Freud’s hypo- 
thesis for the formation of the hallucinatory 
aspects of dreaming. He postulated uncon- 
scious wishes moving in a regressive direction 
to the system perception when during sleep 
because of motor paralysis they were per 
ceived as if actually happening. 

In the light of our present knowledge ye 
would change the details of Freud’s model, zu 
not the general concepts. During pardon 
sleep, signals are generated by the pons 
centre which then activate the lateral genic" 
late nucleus. Unpatterned stimuli then proce? 
to the optic cortex. From the point of view o 
the optic cortex it is as if relatively papal 
vision was operating. Then in the fashion © 
projective test the perceptions are orein 
depending on the psychological needs of : 
individual. In these terms, the dream is di 
in the nature of an illusion than an balles 
tion. This conceptualization is, of Ea ó 
related to that underlying the use of to- 
Rorschach test. If one presents a tachis : 
scopic image, which is relatively prs 
above threshold for a brief period, it will E 
quently be perceived as quite a clear p 
but will differ greatly from the actual pio a 
(D. R. Hawkins, unpublished studies). Th! 
indicative that under usual circumstances m 
ception is dependent on memory images ela” 
can organize a believable perception 0n g 
tively minimal clues or stimuli. 


SUMMARY 


New techniques have permitted a re 
studies of sleep and dreaming. Clinical an 
physiological findings about dreaming ha 
cated the necessity of revising our views 
phenomenon. In this paper we have attem 
Teassess some major aspects of the psychoan ne 
theory of the meaning of dreams in the light © 
knowledge. a 

Certain ideas discussed in the ‘Project ing 
scientific psychology’ are particularly inter note 
in the light of recent studies. Especially of the 
worthy in this regard is Freud’s statement 5 
fact of paralysis during dreaming, this € | 
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Deurohumo pem is some agent, presumably 
Sleep when ". » Which strives to achieve dreaming 
t seems hi E organism is deprived of that state. 
accomplished probable that one thing which is 
UNconscio ed by dreaming is rearrangement of 
sleep in i, impulses. The finding of activated 
Pretations mammals suggests some other inter- 
Not iatus poe function of this state. Two likely, 
e first ey exclusive, possibilities are suggested. 
Maintain is the periodic activation of the C.N.S. to 
terms thi Proper patterning. In psychoanalytic 
ee is might be seen as periodic recathexis of 
BO so as to keep it in a state where total 
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recathexis is quickly possible. Secondly, it seems 

reasonable that activated sleep plays a part in the 
sorting and storage of information input from 
previous waking periods. Again in the psycho- 
analytic framework, this might be conceived of as 
the ego sorting issues and making some disposition 
of them. 

Upon re-examining the wish-fulfilment theory 
of dreaming, more recent evidence would suggest 
not that this concept is significantly in error, but 
that it does not go far enough in explaining the 
meaning of dreaming. The fact that so much of 
sleeping time is spent in dreaming and the sequen- 
tial study of dreams of a given night indicate that 
there is an ongoing process during sleep suggesting 
an attempt at playing out drives and solving con- 
flictual issues. Adler and Maeder early developed 

h concepts. They have been further developed 


suc 
uch investigators as Erikson 


more recently by s 


and French. 
Recent research indicates that, while the basic 


psychoanalytic theory of dream process is in the 
main correct and a useful working model, there is 
need for reassessment, further elaboration and, 


hopefully, a greater degree of precision. 
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Dreams and the creative process 


By PETER L. GIOVACCHINI* 


I 


any pose process has been studied from 
analyst ha iem viewpoints. The psycho- 
tive ced ound that the study of the crea- 
and um or artist's biography, fantasies 
earning abo ta bè of considerable value in 
Psychic rm Bis inner motivations and intra- 
two et: ep In this essay I will describe 
acclaim for Pr a patient who received high 
that ossibus scientific discoveries, dreams 
intense cr | while the patient was engaged in 
Team ide activity. In fact, the second 
Contributi urred at the time he made a scientific 
a Siow, that established his reputation as 
conflict : scientist. The interplay of psychic 
Sion anie Tene cted in the transference regres- 
acets th reative activity has many fascinating 
anif, at are highlighted as we examine 
o. dream content. 
asic ee character disorders, where the 
times i fe opathology is an ego defect, some- 
eir "a regressions and ego dissolution 1n 
uses fen by such elements as crumbling 
them o ‘aving the floor collapse underneath 
Clements the ceiling falling. These manifest 
Quent S, overdetermined as they are, fre- 
thesis ver resent the ego and its loss of sy) 
Teams onsequently, I have referred to suc? 
cing ^a representational, the dream image 
Teud ae level a pictorial self-observation. 
With ho 00, chapter vi) concerned himsel 
Cesseg ims various psychic elements and pro 
osenbla represented in dreams. Sandler 
tional E (1962) use the term * representa- 
Jets, g orld’ to describe aggregates of intro- 
Psychic ern term in a similar sense since 
at bec structure is determined by introjects 
, _ ome amalgamated into the ego, a pro- 
pi dog — of Psychiatry, University 
hicago diti. of Medicine; Clinical Associate, 
ute for Psychoanalysis. 


cess that Loewald (1962) refers to as internali- 
zation. All ego systems depend upon intro- 
jected adaptive experiences for their develop- 
ment; the synthetic functioning of these sys- 
tems determines the characteristic structure of 
any particular ego (see Discussion). 

All dreams are to some extent representa- 
tional and it is not possible to separate wish- 
fulfilment dynamic forces and structure. How- 
ever, one can emphasize structure; in the 
character disorders and in creative activity 
such an emphasis is useful for the exploration 
of intra-ego processes. 

The study of dreams occurring during crea- 
tive activity calls attention to positive aspects 
of ego functioning. The character disorders 
have been mentioned because they represent 
the other side of the coin. Perhaps there is a 
spectrum with the character 
disorders at one end and the creative ego at 
the other. However, this does not mean these 
are mutually exclusive conditions. It is well 
known that a person with a severe ego defect 
can also be highly creative. Nevertheless, some 
analysts believe that the ego defect is not 
relevant to creative ability and although a 
defect and such ability may co-exist, one does 


not contribute to the other. In fact if there is a 
is an inverse one as Eissler 


lationship it à 
(1960) has postulated in his study of Goethe. 


continuum, à 


II 
entions Silberer, who assign- 
-self a mental task and then drifted off 
of sleep. In one of these dreams 
Silberer translated the self-assigned task intoa 
ncrete action, the sleeping ego being unable 
B ter with higher abstractions. The reversion 
e rimitive modes of representation accen- 
er tive integration which may have 


defec à 
pscured by later defensive super- 


Freud (1900) m 


been O 
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structures or, on the positive side, it may 
emphasize expansive ego operations that occur 
during creative activity. This expansion con- 
sists of widening and extension of perceptual 
and integrative systems leading to an increased 
range of functioning. 

There are many examples in the general 
literature of dreams and fantasies of creative 
scientists and artists. Perhaps two of the best 
known are Poincairé's (1952) fantasy and 
Kekulé's dream (described by Freud). Poin- 
cairé, while on a walk, visualized brilliantly 
coloured balls and hooks being arranged in a 
variety of ways, all of this activity going on at 
a hectic pace. When he ‘recovered’ from his 
fantasy or reverie he was able to formulate 
certain mathematical elements known as 
Fuchsian functions. This was an important 
mathematical discovery. Kekulé, it will be re- 
called, was struggling with the problem of the 
benzene formula, one that defied the leading 
chemists of his time. After having unsuccess- 
fully pursued this problem, he had a dream of 
a snake who curled around itself and put its 
tail in its mouth. On awakening Kekulé was 
able to retain the image of the curled up snake, 
and then he realized that he had resolved his 
dilemma by postulating that carbon atoms 
arranged themselves in a ring. 

In these and other examples, one has to 
raise the question as to whether any creative 
activity occurred during the dream. Does the 
dream have any problem-solving qualities? 
Freud felt divided on this point. In chapter 1 of 
The Interpretation of Dreams he implies that 
the process of dream function has creative 
qualities. For example, he states: * Reports of 
numerous cases. ..seem to put it beyond dis- 
pute that dreams can carry on the intellectual 
work of daytime and bring it to conclusions 
Which had not been reached during the day, 
and that they can resolve doubts and prob- 
lems and be the source of new inspiration for 
poets and musical composers? (pp. 64-5). 
Later, in chapter vi, he feels that the dream 
does not in itself lead to a creative product. 
During the day the dreamer may be intellec- 
tually preoccupied, and this preoccupation is 
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reflected in the dream. Intellectual activity 
does not occur while dreaming but the dream 
in some way expresses intellectual activity that 
had already been going on. In the section 
‘Intellectual activity in dreams’ Freud reaches 
the following conclusion: ‘the dream work. - - 
carries out no other function than the transla- 
tion of dream thoughts. ..and that the ques- 
tion whether the mind operates in dreams with 
all its intellectual faculties or with only a part 
of them is wrongly framed and disregards the 
facts’ (p. 445). The primitive representation o 
intellectual activity can later, when awake. 
bring to consciousness a solution which was 
latent, presumably already close to conscious- 
ness. Freud does not pursue the topic further. 
The psychic mechanisms that are involved 1 
what phenomenologically appears to be 8 
‘flash’ of insight or an immediate momentous 
discovery have, as far as I know, never been 
conceptualized in the frame of reference of ego 
psychology. These questions will be discusse 
after the presentation of some dreams tha 
occurred during a creative phase. 


TII 


The patient, a man in his late thirties, 
won world wide renown for his scientific a 
complishments. He was pleased with his 
creative abilities but at the same time he V?" 
frightened of them. He described a gradually 
increasing anxiety that could reach panic-li 
proportions when he was involved in Mes 
that was going to lead to a discovery es 
creative abilities were episodic and he en 
bed himself as dull, sterile and unproduct! à 
when he was not doing some exciting dee 
Although frightened at the time of creating: 
also felt exhilarated, finding life zestful ds 
exciting. It was the fear that such RE 
become too intense and out of control t^ 
caused him to feel anxious and to seek therapy, 

The background of this and similar pus 
has been discussed elsewhere (Giovacchi i 
1959, 1960). Briefly, he felt his father Ties 
passive and weak, dominated by and beho ui 
to the patient's mother. Up to the age of s! 


had 


Oe  — — An i "HEAR 
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idolized hi ; 
Bed ine anidolization that was encoura- 
started goin nipulated by his mother. When he 
confines of po school and moving out of the 
Measure his ‘se home he felt he was able to 
Was‘ dethro ather with other men and his idol 
One of cma -He described this reaction as 
he moth strophic disappointment’. 
"sponded = doted on him, an only child. She 
Many sieh, intellectual talents and spent 
Sop isticatio iscussing matters of considerable 
mulated į n with him. She cultivated and 
endougs ntellectualism and then took tre- 
fiends, pride in showing him off to her 
ewa 
utat du eed withthe attention hereceived 
^ Dnus. time he also resented it. He 
Eua. ABE B the fact that he was 
CUrosis ME and, as the transference 
9f his mon h part of his ambivalent view 
* angero was that she was unpredictable 
^r oia He felt uneasy about the tre 
Posed y responsibility his mother had im- 
tonfg, P9" him. She often treated him as a 
Bui aici wae have had. 
t orced y tened of the adult position she 
p handle Rs him, although he did his best 
t nly intellec As a result he was precocious, not 
?9- He cda but in his general behaviour 
te de es as a ‘miniature adult’. , 
“Achers ea became involved with his 
e him soing them, and they, in turn, 
m e way gm protégé. This was an accept- 
t Other, and oe himself against his 
; (sono. represented a substitute for 
ing father who was not able to 


Prot 
ect hi s 
him against what he felt to be mo 


"aught 

n th ; 
Done uris B» bain idolizing 
Period wie itterly disappointed, followed by 2 
Person a he tried to ‘teach’ me how to 2° 
Cled by D he could idolize and feel pr 
© transfere he was unable to feel secure 
Ya fear Seti regression was characterize 
‘Nd being e alling apart’ and ‘losing’ himsel 
tke php: Ifed, but it never reached panic- 
Protected 2i He felt disappointed and un- 
Teality testi nd was very disturbed, but his 
ing remained fairly intact. He was 


ther's 


me, 
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also afraid of his impulses in so far as he felt 
omnipotent and therefore able to gratify 
instinctual demands, oedipal and otherwise. 
He felt ‘surges of power’ and believed that he 
could possess his mother, annihilate his father 
or on a cosmic scale control the world. To be 
so powerful was awesome and frightening and 
he was concerned about being overwhelmed 
and destroyed by his impulses. My role was to 
protect him from such powerful feelings. He 
clung to me helplessly but his anger often 
reached paranoid proportions because of his 
disappointment. 
The genetic antecedents of both his omni- 
potence and anxiety became apparent as he 
focused upon his relationship to his mother. 
She treated him as being all-powerful, giving 
him status and having him feel that he was the 
most important person in her life. This was 
accompanied by precocity and led to a super- 
ficial confidence. However, in so far as the 
relationship he had with his mother was inap- 
ropriate for his immature ego, he sensed that 


it was dangerous. 
During creative phases : 
the conflict between narcissistic gratification 


and the fear of becoming all-powerful and 
losing control. The fear of loss of control was, 
the fear of an overwhelming de- 
became associated with 
cts of his creativeness. 
‘unlocking the 
would have to stop himself 
arch problem further. 

orked on always had 
ne else's work. He 


he re-experienced 


uing his rese 


from purs 
ms he W 


The proble 


some bearing On someone f 
would S ercede other investigators’ dis- 
d in fantasy he felt that by destroy- 


ork he had also 


by his impulses 
fear of ego dissolution. For 


an! 

example, in the midst of working on a problem 
he following dream: 

desk trying to figure out how 

ant solution to some equa- 

felt he had solved. Things 


Iwas sitting at MY 
ieve a more eleg: 
ofessor X 


108 


became pretty exciting as I began to find an 
answer that was more precise than his. Professor 
X appeared momentarily and although, as you 
know, I detest him he looked pale and wan and 
I felt sympathy for him. I wanted to take care of 
him for I felt now I could do anything and tran- 
scend petty trivial rivalries. The room then got all 
mixed up and I got scared. Things started whirling 
around, the walls began caving in and I could feel 
the floor start giving way under me. I woke up and 
had to pull myself together. 


When fully awake, the patient regretted that 
he could not recall the ‘elegant’ solution he 
dreamed about. He felt that he had actually 
solved a problem, but the problem in the 
dream was a different one than the one he was 
working on, even though his recall of the 
dream problem was imperfect. 

His disappointment was tremendous be- 
cause he had been pursuing his research in a 
frenzied fashion. All of his thoughts were con- 
centrated on seeking a solution, one that he 
hoped would bring him recognition, and yet at 
the same time he was afraid of succeeding. His 
preoccupation with his research was all- 
pervasive and when associating to the dream 
he discussed his scientific dilemma in con- 
siderable detail. 

Professor X had worked in a similar area as 
the patient and had painstakingly and labo- 
riously published some conclusions. The 
patient's present work was beginning to reveal 
that they were partially erroneous and the 
patient frequently verbalized his concern that 
he was destroying Professor X, at least in a 
Scientific sense. 

He was particularly concerned because he 
was very angry at Professor X, who had been 
his teacher and who had an international 
reputation. The patient, at first, believed it was 
an honour to be his student and expected to 
become a ‘colossus’ in his field because of 
what he would learn from his mentor. Instead 
he was bitterly disappointed. He saw Professor 
X’s successes as being due to a dull, plodding 
and unspectacular pursuit of a problem. He 
lacked brilliance and dramatic appeal. 

The patient felt he had already surpassed 
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him even before he received his graduate 
degree. Some colleagues agreed with him. He 
also felt that Professor X was resentful and 
that he made things unpleasant for him, suf- 
ficiently so that the patient moved to another 
institution where he was given complete 
academic freedom. 

The theme of angry disappointment in 2 
man who was set up to make him omnipotent 
recurs frequently. The patient then fears he 
will not be able to control his anger so he feels 
both frightened and guilty. 

The transference neurosis was the scene of 
the re-enactment of his early disappointment 
in his father for not protecting him against his 
mother’s narcissistic demands. He had been 
feeling similarly resentful of me in so far 25 
analysis had not fulfilled his earlier expect?" 
tions and he had not been able to sustain hi$ 
initial enthusiasm. Still he was ambivalent an 
was concerned as to whether he had hurt me 
or whether I would become angry with him. 
He frequently turned around to look at me t° 
reassure himself and at the time of the dream 
he often remarked about how wan and pale 
I looked and urged me to take care of myself- 

His creative activity was associated with 
several factors. He had tremendous conflict 
in creating because on the one hand it was an 
omnipotent experience and on the other he 
was exposed to the impact of anger. To be 
creative meant the destruction of his mento” 
but at the same time, especially in such a trans 
ference regression where ego/non-ego boU™ 
daries are blurred, it also meant that he woul 
be destroyed. In this instance it became cle? 
that his concern with my health was reflecte 
in the dream in so far as he felt he would de 
stroy me by being creative. As the 'eleganc? 
and purity of the creative product became co 
taminated with destructiveness, his ego W?? 
faced with a ‘flooding’ by disintegrative 1^ 
pulses. The patient stated that the crumbling 
structures in the manifest content was 2 77 
flexion of his crumbling self (see Discussion): 

The need to cast me in the role of the pe 
potent protector gradually lessened as it po 
constantly interpreted. Consequently 
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erp, disappointment that occurred because 
Was ER ea, frustration of such a need 
ferr erably diminished. At this point the 
Past transference came to the fore, but 
died tangential to the study of psychic 
activit : reflected in dreams during creative 
afraid p es describe it only briefly. He was 
He fate t eing assaulted and engulfed by her. 
nera reatened, fearing that she would rob 
fps ny autonomy and identity by making 
ae a aS appendage. Now he would 
the vim e of manipulating and exploiting him, 
into 4 M of the analysis being to fit him 
ncs E ani divesting him of any sem- 
Yordi hos nues He also felt engulfed 
im hu feelings that threatened to inundate 
may eras because during childhood they 
ee been unusually intense, since hesaw 
cing us being put in the precocious role of 
doubted] miniature adult’. This role un- 
TPA disruptive in that he must have 
ment i difficult to handle the sexual excite- 
s m was prematurely stimulated. — 
ure © was able to understand the archaic 
ence of his object representations his con- 
and he enis maintaining control increased 
acing i came much more comfortable when 
um Instinctual impulses. This had an effect 
ative activity. 
Teviously he could create only episodically 
en has been described, found such pan 
hi o be situations of extreme tension tha 
ea m ‘drained’, He did not know when 27 
°F a project would occur to him. He could 

s ier the occurrence of what Kris (1952) 
tiop sd as inspiration, the lack of pre- 
ang lity being equated to lack of contro 
bilit “xperienced as helplessness and vulnera- 


Nat 


left 
i 


ni. 'eported changes in that he was no 
relativ the mercy of ideas’. He found that!" 
Teati lve sense he could involve himself in 
gii qp GONE BE IIT ana did not have to 
laxo inspiration. Furthermore, the €x- 
itp effects of work were not nearly 25 

Urbing, and had less of a tendency to get 


Q 
ut of hand. He still experienced a state of 


"hnipotence but was able to emphasize the 
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enjoyable and exciting aspects of it rather than 
the fear of destroying and being destroyed. 

In other areas he found himself ‘very much 
alive’. All activities were experienced with 
zest, whereas previously he was isolated and 
withdrawn. 

As Greenacre (1956) has described, he 
seemed to experience heightened responses to 
external stimuli. Everything seemed much 
more vivid than usual during creative periods. 
Rather than being only immersed in his work 
he continued being actively involved with the 
external world. He enjoyed food, drink and an 
active sexual life as he continued working. 
His mood was expansive and accompanied 
by mild euphoria. Still his contact with reality 
was not disturbed and one was able to observe 
a mixture of excitement and sound logical 
thinking. He noticed many subtleties in his 
interactions with persons with whom he was 
emotionally involved, and made many keen 
observations that would ordinarily be un- 


noticed. 
After finishing a T 
relax for a while an 


esearch problem he would 
d not pursue intellectual 
activities. Previously he would be depressed 
between creative periods. Some (Lee, 1940) 
have considered the creative experience as a 
healing factor for the overcoming ofa depres- 
sive episode. In any case after some analysis 
this patient was DO longer depressed but he did 
not have the same zest for living that he ex- 


i eative. 
rienced when cr : 
"He was still productive but now he was 


ii i utine. somewhat mechanistic, 
dealing ould watch television for long 
tasks. f time or become inordinately inter- 

eriods asd ets (Giovacchini, 1959), pursuits 
ested in Pa reprehensible when creating. 
Low he of interest for this paper is the fact 
ui em never reported any dreams at such 


imes. 
n ast, he report 


onti ed many dreams dur- 
n co n 
: eriods. 


ative P These dreams were 
n aizd by intense activity; often he 
char 


ware of bright colours and lights, 
woila E cof the turbulent activity he dream- 


pleasure. Frequently, he was able 


ing 


110 


to recall only the pleasure and the sensation of 
considerable activity but would not be able to 
attach any of these feelings to a specific con- 
tent. 

There were dreams, however, where he had a 
vivid recall of the manifest content. During a 
particularly inspired period he solved a prob- 
lem that had perplexed him for a long time, a 
solution that he prized. On the eve of the day 
that he solved this problem he had the follow- 
ing dream: 


I was in this modern ranch-style house similar 
to the one I’ve been thinking of buying. This place 
was pleasantly furnished; tastefully but nothing 
out of the ordinary. The room was of average size, 
not large but not small either and reasonably com- 
fortable. I remember particularly looking out the 
window and the garden and the surroundings 
looked pleasant but nothing spectacular. Every- 
thing seemed to be cast in greys; varying shades 
that hinted at colour but there was still a dullness 
to the whole picture. Perhaps everything was just 
a little bit drab. I was fairly calm and maybe even 
a little contented at first. But as I kept looking 
around I sensed tension and began to get increa- 
singly restless. I felt peculiarly dissatisfied as if 
Iwanted to do something but not knowing exactly 
what. All of a sudden everything started whirling 
around. I mean literally, There were bright lights 
and everything, the furniture, the house, myself, 
even the garden, looked as if it had been caught in 
a tornado. As I think of it now it's funny that 
I wasn't the least bit afraid. Instead I found it fun 
like I find riding a roller coaster. I felt like a child 
watching fireworks and getting exhilarated but 
Iknew things would calm down and not get out of 
hand. It finally stopped and now the scene had an 
almost spiritual quality to it. It was the same room 
but it was larger and more elegant. It had lost 
none of its previous simplicity. The furniture 
seemed to be better balanced, more functionally 
arranged and there were several new pieces that 
I hadn't seen before. Everything seemed bright. 
Now there was no dullness and drabness. Look- 
ing outside the window gave me a totally different 
feeling as if an incredible change had occurred in 
the whole world. The outside was also brighter. 
Here again the garden had other shrubberies and 
bushes that I had not noticed before. The colours 
were deeper and vibrant. 
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The report of this dream was a verbatim 
one. As one can see, the patient had a dramatic 
sense and was able to express himself ina vivid 
and, at times, a poetic fashion. Concerning 
this dream and others that were similar in 
manifest content, he associated it immediately 
to creative activity. : 

His first associations to the dream were In 
terms of the various degrees of organization 
that characterized different aspects of the 
dream. The way the room expanded—that 15: 
an extension of its initial state as well as the 
rate of change—was a factor closely connected 
to the problem he had been arduously pursu- 
ing. I cannot go into more detail concerning 
these associations as they were reflexions of 
the problem for two reasons: (1) such details 
may unwittingly reveal the nature of the prob- 
lem, one that is scientifically famous, à 
thereby reveal the patient's identity, and Q 
they involve levels of technical sophistication 
that are not familiar to most of us and are for 
our purposes irrelevant. Suffice it to say that 
any person whose daytime preoccupations 
were as intense as this patient’s were WOU 
naturally reflect them in his dream life. How 
the day residue which was so highly focalize 
interacts with the unconscious is, of course; the 
main element of analytic interest and high- 
lights aspects of the creative process as well as 
the intrapsychic balance of the particulat 
transference situation. 

In this dream the patient once again felt that 
the room was representative of his menta 
state and that the expansion, vibrance an 
‘elegance’ were the result of creative activity i 
There was a minimum of contamination wit 
destructive feelings and he felt his newly 
established room—an expansion from the 
previous state—represented the creative 
product. , 

There were, as with any dream, many dif- 
ferent levels of meaning to this dream. Tbe 
dream thoughts were concerned with a 
‘whirlwind’ relationship with his put 
which he now felt he had under control v 
which overwhelmed him in the first drea?" 
There were sexual elements as well a$ pre 
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e stressed, DN psychic structure will 
relationship hey can be used to study the 
Which is dis bera various ego systems 
We process seful for the study of the crea- 
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Silberer us patient's dreams are. 

$ bre rica how psychic processes 
Speak "wi into pictorial form. He did 

Ut as F o structure in an isolated fashion, 
the dre reud pointed out demonstrated how 
task that 1 Tesi handled a particular mental 
aslee € had assigned himself. He would 

Eten while thinking about a problem. 

Orica] ins dream picture was often a meta- 

bon ession of that problem. He did 
SYchic str of a direct representation of a 
TOcess i ucture but rather of the thinking 

it itself. 

Som t and  wish-fulfilment psycho- 
PSychic 4 orces cannot be separated. The 
Consistin NE has been conceptualized as 
tized m ede units that are charac- 
ated he ; eir functions. Freud (1923) formu- 
ems, so i rer hypothesis in operational 
Ure and i o finite a separation between struc" 
Ce impulse is an artificial one and con- 
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The manifest elements of houses, rooms and 
furniture were often found in this patient’s 
dreams. These elements realistically represent 
a dwelling, a place where one lives or is hou- 
sed. They have been found to be symbolic of 
the mother, but in any case symbolic of an 
object or a part object that was instrumental 
in caring for the patient. They refer to a situa- 
tion where the person felt supported and main- 
tained regardless of the conflict that may be 
associated with such sustenance and nurture. 
The infantile ego can relate to objects only as 
part objects and in a concrete fashion. Still 
these part objects become the building blocks 
of the child’s psyche. The dream occurs ina 
sleeping ego; one that has reverted to primi- 
tive modes of functioning and one that utilizes 
infantile methods of representation. The ego’s 
perception of the self would contain infantile 
elements that because of their part object and 
concrete qualities are particularly suitable for 
pictorial expression. The early introjects would 
be of the nurturing source and the representa- 
tion of the regressed sleeping ego would con- 
sist of such introjects. 

Freud (1900) discusses the symbol of the 


house as being especially apt to represent the 
organism as a whole and different sections of 
rooms as referring to specific bodily parts. The 

however, is included in the concept of 
the ego and during regressed states the ego 
reverts to its primitive core which contains 
somatic elements. Consequently it is not sur- 
prising thata houseina dream often designates 


an ego state. 
Silberer believed that thi 
mena’ (the translation of abstract thought 


rocess into concrete images) occurred during 
tate between sleep and wakeful- 

of dream referred to in this 
d during & transitional state 
ntering a condition 
or in the second 
e was emerging into an organization 
sS narcissistic and more structured 
directed. In other patients, usually 
creative accomplishments, there 
lar dreams of collapsing elements 


soma, 


e ‘functional pheno- 


instance 
that was le 
and object- 
lacking in. 
may be simi 
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which reflect a chronically tenuous ego 
organization that is precariously balanced and 
where the range of either regression or pro- 
gression Js narrow. 

The admixture of primary and secondary 
process has been referred to by many authors 
as characteristic of the creative process. These 
dreams illustrate this thesis and in addition 
reveal other subtle relationships between 
various psychic structures. Both dreams begin 
with a state of calm. At the onset there is an 
equilibrium and the activity of the dream is 
coherent and organized. In one instance the 
patient is carrying on a routine activity—sit- 
ting at a desk and working on a problem; in 
the second dream he is looking at a room 
peacefully contemplating his surroundings in 
a fashion that seems to be reality-directed. His 
thoughts in both dreams, as he recalls them, 
have some secondary process characteristics. 

Whenever a patient reports a dream that is 
well organized and is realistically constructed 
One can raise the question as to how much 
secondary elaboration occurred in reporting it. 
In so far as the patient has to take various 
images and put them in a verbal form and 
then communicate them to a therapist, the 
dream must undergo significant revision. The 
Process of making it communicable must add 
considerably to the manifest content. 

This reality-oriented revision occurs, more 
or less, in all dreams. It has to be taken into 
account but does not prevent us from detect- 
ing the balance between primary and secon- 
dary Process elements. Many dreams are 
bizarre and incoherent in spite of the secon- 
dary revision they have been subjected to 
while being communicated. Consequently one 
can look at à dream and compare one part of 
it with another and reach conclusions about 
relative degrees of primary and secondary 
Process. Similarly the dream can be scrutinized 
In terms of its general organization, enabling 
One to observe shifts and changes in equili- 
brium which Teflects the ego’s integration and 
synthesis as French (1954) has done. This does 
not mean that we have any other method of 
dream analysis that is as valid as the study of 
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the dream in the context of the transference 
neurosis. The manifest content has many 
interesting features but one cannot isolate the 
study of the dream to just its manifest aspects. 
The patient's free associations and their trans- 
ference implications enable us to make formu- 
lations about the meaning of the dream. The 
scrutiny of this patient's dreams emphasizes 
that his free associations are valuable in reach- 
ing conclusions about psychic structure and 
ego processes, as well as id impulses and 
psychodynamic conflict. r 

In this patient's dreams one sees two dif- 
ferent states. The reality-oriented state con- 
trasts sharply with the second state where the 
previous equilibrium is shattered and the 
patient experiences a chaotic disruption. This 
‘whirlwind’ activity can be identified as being 
primary process in quality since it is charac- 
terized by lack of organization, violent forces 
and an absence of coherent goal-directed 
activity. The whole experience is primarily 4° 
affective one which reveals further that it 1$ 
closer to primary-process operations tha? 
secondary process. An affect is a comple* 
reaction but from one viewpoint it represents 
an ego reaction that contains less reality elo 
ments than an abstract thought. The activity 
in the dreams was at a particular point devo! 
of any degree of abstraction and was totally 
affective. 

To create, the patient had to be able t° 
orient himself along the lines of the primary 
process. Instinctual content contained many 
elements that were preceived as threatening 
and disruptive as they reached ego levels an 
approached consciousness. His destructive 
impulses led to chaos and contaminated, 50 t° 
speak, his creative efforts. Rage threatened ip 
overwhelm him and in so far as such a feeling 
became the dominant aspect of the primary 
process he was unable to create. In the first 
dream one can see clearly the disruptiv? 
aspects of primary process operations. In 
waking life all creative activity stopped 2? 
the patient felt immobile and paralysed. 
he had to take drastic action while asleep p 
evidenced by waking up, to protect himse 
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nin ie wh a ao 
from üncontrallable feel to protect himself 
the ego had to "s of eelings. Consequently 
counter-cathexi pend considerable energy in 
ad to Rm and the perceptual system 
ing up. It had ee exclusively, as in wak- 
external world intain a rigid hold on the 
Cathexis à a to maintain the counter- 
*go's orie gainst primary process elements. The 
aim ntation would be strictly a secondary 
c Roh. but a crass, dull, inflexible one 
and aoe by obsessional ritual and routine 
Badgets oe of energy on trivia and 
fantasy . magination was constricted since 
Se pie free floating connexions between 
mary vio internal percepts requires a pri- 
xccl mobility as well as the logical 
Nature, s that are secondary process in 
men Second dream had many similar ele- 
Sin fh the first but with a different outcome. 
ive cal € first dream there is a period of rela- 
me cu followed by chaotic activity. The 
Ovem Tmulation applies here in that there is 
dary sae from a fairly well organized secon 
A eine orientation to a ‘tornado’-like 
Clemen that contains many primary process 
IS ass S. The chief difference as revealed by 
first Ociations, between this dream and the 
ë One, is that the patient did not feel over- 
of -— He again experienced intense lee 
lose ¢ €t but he never felt afraid that he piti 
the 1 Ontrol. He did not have to awaken an 
th. St Part of the dream was associated to 
Creative product. 
B LU the room was described as well 
olour and comfortable but lacking ™ 
Was d being drab and dull. At one level he 
e| “scribing an ego state in so far as he was 
Te ie Banized and his ego was operating in 2 
Y-Oriented secondary process fashion. 
Men, other things the quantity and arrange 
Tan BE the furniture referred to his inner ar- 
e Sement in that he had the confidence that 
is Was well ‘put together’ as he described in 
associations, but lacking in imagination 
a d verve. His view of the outside world was 
SO one of orderly arrangement but there was 
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nothing picturesque or exciting in what he 
saw. He indicated that the scene outside the 
picture window was the way that he looked at 
the world when he was not rapt in creative 
fervour. His ego status prior to the disruption 
brought about by creative involvement was 
one where there was considerable synthesis 
and the perceptual system was well organized 
but not particularly sensitive or able to make 
interesting connexions between various per- 
cepts. Everything was in its proper place and 
comfortable but there was an obsessional 
rigidity with a minimum of primary-process 
flexibility and mobility. 

After the whirlwind exhilarating activity 
that has been postulated as being a primary 
process activity, one containing erotic ele- 
ments, there was a further organization but 
different in quality from the previous one. The 
room was bigger which he felt represented an 
inner expansion, one accomplished by rela- 
tively non-conflictual creative endeavour. He 
associated the additional furniture and the 
more efficient functional rearrangement of all 
the furniture to the creative product. He had, 
in fact, discovered a new method that could be 
e various problems, a method that 
n principle and much easier to use 
s approaches which were clumsy, 
laborious and led only to approximations 
whereas the results from his method would be 

recise and detect subtle functions. . 

The scene outside the window reflected his 
increased sensitivity as 1t referred to his per- 
ception of the outside world. As with the room 
he noted a ‘larger’ scene with vibrant colours 


and a better balance. He produced associa- 
tions indicating that this extension of the out- 
: rld, in that it was an accretion to his 
ni is reality, might also be the pictorial 
cie tation of the creative product in the 
pi om that Kekulé's coiled snake might 
am T ened the benzene ring. One could 
hare res ever, be definite about this point. 
not ens many other talented persons he did 
ae an intense emotional investment in 
Vw een Once he had solved the prob- 
: peo detached from it. However, unlike 
e 


used to solvi 
was simple i 
than previou 
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the reports of some creative persons (Ghiselin, 
1952) he did not feel any aversion to what he 
created. He felt he could separate himself from 
the product and look at it objectively. Criti- 
cism or praise did not disturb him and hecould 
join with others in appraising his work. What 
he was demonstrating was that it was not the 
creative product, per se, that was associated to 
his expansiveness but rather that the process of 
creative discovery was the important factor. 

The question can be raised as to whether 
these dreams contain evidence that the patient 
was creative. It is apparent that they indicate a 
loss of structure, a regressed episode, that may 
be characteristic of a patient suffering from 
severe psychopathology. If one is to accept 
the thesis of ‘representational’ dreams, then 
were these dreams evidence of a crumbling ego 
structure such as one might see in a pre- 
cariously balanced ego characteristic of a 
psychosis rather than a response to a creative 
endeavour resulting in the pictorial depiction 
of a creative product? 

One must keep in mind that every dream 
element is an expression of some aspect of the 
psyche and that the external world is repre- 
sented only in so far as it is a vehicle for the 
dream work to construct the dream. Freud 
(1900) emphasizes that dreams are totally 
egoistic. Are external objects, including the 
creative product, depicted in the dream direct- 
ly or are some dream elements metaphorical 
or symbolic expressions of such objects? Ap- 
parently not; dream elements, whatever their 
counterpart in the external world, always refer 
to the subjective world; the creative product 
does not enter into the dream as such but the 
ego processes (as Silberer’s ‘functional pheno- 
mena’) associated with the thinking activity of 
the moment become concretely expressed. If a 
metaphor is involved it refers to inner pro- 
cesses. When the patient believed the rear- 
rangement of the furniture, the additional 
furniture and the expansion of the room was a 
metaphorical expression of his discovery, he 
was, in essence, describing interesting con- 
nexions and psychic rearrangements accom- 
panying an ego expansion. From this view- 
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point, the question whether Kekulé's snake 
was the benzene formula is not particularly 
meaningful; rather, a particular thinking 
mechanism was the essence of the dream plC- 
ture. With both Kekulé’s and my patient's 
dreams the specific form the dream elements 
had was determined by id factors as well as 
current ego processes. 

While creating, there was a wider range of 
functioning of all ego systems—sensory, exe 
cutive and integrative—but this could occur 
only if he were able to function partially along 
a primary-process axis. The ego was function 
ing with primary and secondary process simul- 
taneously. The flexibility of the primary prO" 
cess expanded the functional range of ego 
systems that are instrumental in maintaining 
intrapsychic balance in terms of both internal 
and external objects. Instinctual elements le 
to more efficient reality-oriented secondary 
process operations. ; 

The concept of controlled regression (Kris, 
1950) might be applicable to these formula" 
tions. However, if repression (even thous? 
transitory) is a necessary mechanism in such à 
process then what has been observed is a som” 
what different phenomenon. The Seco? 
dream and other similar ones were noteworthy 
by the absence of symbols or actions that 
point to an inhibition representative of the 
ego's repressive struggle. If repression nir 
operating while the patient was creating it wae 
not reflected in the dream. 

Naturally the above formulations do not b 
any means account for the innumerably c0?" 
plex and subtle facets of creativity, nor fpes 
the study of a few dreams enable us to CO” 
struct comprehensive hypotheses about p 
origin and psychic operations of scient! 
talent. These dreams, however, are another 
source of useful data when considered in the 
context of the transference neurosis. Shifts 27 š 
changes in the dream picture reflect con 
responding shifts in the psychic apparatus an n 
are of considerable value in confirming Of ' 
helping us modify various hypotheses that ar 
primarily concerned with different levels 
ego operations. 
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SUMMARY 


R 
of poe udying creative activity in terms 
paper ane psychodynamic content, this 
Creative episode es on the ego's operations during 
attempts to sc 5, and by focusing on ego structure 
Various ego s rutinize the relationships between 
be st A ystems. 

Plement to x dream material is a valuable sup- 
such as i methods of clinical investigation 

Neuroses, but : focusing on the transference 

"the context i se dreams have to be considered 

ingful, transference in order to be mean- 

Tw, 

w vie have been reported; one occurring 
| Nterfereq E vie had considerable conflict that 
| Endeavour, sometimes paralysed his creative 

S. The other dream occurred when many 


the confi; 
Onflicts attendant to creativity had been 
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partially resolved and the patient was able to 
create in a relatively effortless fashion. 

There were both outstanding similarities and 
marked differences in these dreams. The settings 
of these dreams consisted of a room and various 
f furniture which it was believed referred 
to the patient's psychic apparatus, primarily the 
ego. As the dreams continued marked activity 
occurred which as was associated to creating and 
which was a picture of primary-process forces. In 
the first dream such forces became disruptive, but 
in the second dream they led to an expansion and 
rearrangement of the dream setting. 

These changes effected in the second dream re- 

resented in a pictorial form the ego's increased 
synthesis and its heightened sensitivity to both 
external and internal stimuli which was associated 
with the process of creative discovery. 
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Mental illness and early profound deafness* 


By JOHN C. DENMARKT 


‘ 
We > 
perceive th . 
Resting " whole cultural achievement of older generations directly or indirectly 
g and all our relations to human environment 


INTRODUCTION 


The : 
Bétsnas wid problems presented by deaf 
Neglected fs mental illness have largely been 
Communic ecause of obvious difficulties in 
Psychiatr ation. Many British text-books of 
Son & ohne no mention of them (Hender- 
5: Sim chelor, 1962; Curran & Partridge, 
(196 ) ea 1963). Mayer-Gross, Slater & Roth 
ence of —— on the relatively high inci- 
State that dental illness among the deaf and 
Velo chronic deafness predisposes to the 
th Rie of a paranoid attitude. Search of 
per, oc ese reveals only one related 
"Ports mee & Royse (1954). This paper 
aranoid indicate a higher proportion of 
than no patients amongst deaf psychotics 
Miei psychotics. However, only one 
Stud 1 al deaf-mute’ was included in the 


It ig ; 

QM a pobre to distinguish between pro- 
sf partial deafness and also between 
rom birth or early age and that 0C 
8 after the acquisition of language (so 
With Na deafness). Although those 
age co Ofound deafness from birth or an early 
af, siti only a small proportion of all 
Serve ra present unique problems and de- 

ing a consideration. 
eat (mes and institutions dealing with the 
9f the re concerned about the problems 
lis was irn mental illness for some time. 
Tepresc lemonstrated, for instance, by the 
ntation made in 1959 by the Royal 


deatng 


Trin 
Call 


* 
Ba 
Regione: upon a report to the Manchester 
T àl Hospital Board, 1965 
Onsultant Psychiatri = 
Hospitals. ychiatrist, Bolton Group of 
8 


through 


are regulated through language.” 
EUGEN BLEULER 


National Institute for the Deaf to the Medical 
Research Council. The Institute proposed a 
survey of the special difficulties of the deaf in 
relation to mental illness. The Council replied: 
*it does not seem that there is a case for 
attempting to set up research such as is en- 
visaged which can only lead to the narrower 
question ofthe prevention of deafness’ (Medical 
Research Council, 1959). Three years later an 
inquiry into the loss of hearing as a possible 
cause of mental ill health was carried out for 
the British Association of the Hard of Hearing 
by Mr Sidney Moss, National Council Mem- 

of London. He recom- 


ber for the County 
mended that the Ministry of Health be asked 
to explore the possibility of establishing men- 


tal hospitals for the deaf and hard of hearing 
because of their special difficulties. Alterna- 
tively, if this were considered impracticable, to 
set up wards for the hard-of-hearing patients 
in special suitable mental hospitals. The 
Ministry doubted the necessity OT practica- 
bility of having special hospitals or wards but 
recommended that or Administrative 


Seni 
Medical Officers be asked to consider the pos- 
sibility of hospitals ta 


king a special interest in 
such cases receiving similar patients from a 
wider area. 


INVESTIGATION 
of profoundly deaf patients in two 
itals in the North of England was 
Janned to see if there were any special prob- 

d if so, to suggest possible solutions. 


um ofthe author's ability to use manual 

of communication it was decided to 
to patients whose usual 
tion was by signs, 
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finger spelling or writing. (Throughout this 
paper, the words ‘deafness’ or ‘deaf persons’ 
will be used only for patients with congenital 
or early severe deafness of such a degree that 
they have no useful hearing.) 

The two hospitals were asked to provide a 
list of totally deaf patients. In addition, the 
Welfare Officers for the Deaf in whose area the 
hospitals are situated were also asked to give a 
list of deaf persons known to them to be resi- 
dent in the hospitals. These two lists were 
checked against each other and all patients 
whether on one or both lists were screened. 
Other patients were subsequently suggested 
by the nursing staff. 

The clinical investigation consisted of a 
study of the patient's notes, administrative 
and clinical, an interview with the ward sister 
or charge nurse, an interview with relatives, 
where possible, by the author, Welfare Officer 
for the Deaf or Social Worker, and diagnostic 
interviews with the patient. Psychometric tests 
were administered where indicated. Audio- 
metric testing was considered not to be rele- 
vant to this study. 

In addition questionnaires were sent to all 
Welfare Officers for the Deaf within the area 
covered by the North Regional Association for 
the Deaf, and to all Consultant Psychiatrists 
in the Manchester Regional Hospital Board. 
Comments were solicited. The results of the 
questionnaires are contained in the Appendix 
at the end of this paper. 


RESULTS 


Of 43 patients screened, 15 were excluded as 
they did not satisfy the criteria outlined above. 
Of these, 10 were suffering from adventitial 
deafness or were partially hearing. Two were 
probably the late results of infantile autism. 
One patient was mute but not deaf. Two 
patients made no contact, their relatives could 
not be traced and it was impossible to deter- 
mine whether they suffered from congenital or 
adventitial deafness. 

The 28 profoundly deaf patients who re- 
mained after screening consisted of 16 men 
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and 12 women. They had an average age of 
51 years 5 months and the average length of 
stay was 20 years 4 months. 

Eleven were patients in a hospital with 4 
total population of 2634. The other hospital 
had 17 deaf patients out of a total population 
of 2778. The overall incidence of 5:2 per 1000 
in the two hospitals approximates to the 
figure of 6-3 per 1000 quoted by the North 
Regional Association for the Deaf and the 
figure of 5-4 per 1000 given by Eldridge. The 
incidence of deafness in the general popula- 
tion according to Eldridge (1964) is about pe 
per 1000, and according to Wilkins’ (1948) 
survey, 0-3 per 1000. In any case, it is probably 
well below 1 per 1000. 

If these figures are representative, there 
is a far greater number of patients with total 
deafness in mental hospitals than would be 
expected from the incidence of total early deaf- 
ness in the general population. The poss! s 
reasons for this are discussed later. : 

The outstanding feature of the clinical 17" 
vestigation was the difficulty encountered 1? 
arriving at a definite diagnosis. In two ay 
no diagnosis had been made by the hospit? 
and the author was unable to make a positiv? 
diagnosis in no less than 11 cases. In only 
cases did the hospital diagnosis and that of the 
author agree (see Table 1). 

Many of the signs of mental illness? 
thought disorder of schizophrenia, the i 
tardation of thought of the psychotic depres 
sive, the pressure of talk of the manic, etc.—?" 
appreciated through normal spoken languag? 
and any degree of communication difficulty 
will interfere with their appreciation. NOW if 
communication difficulty is added the lack b 
language sophistication of the deaf it will b 
appreciated how much more difficult diagnos'® 
must be. 

In the group of patients studied e 
were these factors present, but also the syne 
gistic effects of their sensory deprivation € 
hospitalization, and also in some, if not ? 
cases, the effects of a psychotic illness. diff- 

It might be argued that the diagnostic pd 
culty was the result of chronicity and P 


not only 


O 


Patient 
F.M. 


H.H. 
T.F. 
A.H. 
V.B. 
J.P. 
M.H. 


HAH ma 
WHE z^ 


lei] 
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== 
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lo 
Played hospitalization. Although these factors 
A ds part, the author would point out that 
hosp; „found similar difficulty with non- 
1 talisca, more acute cases. He would also 
n to the similar experiences of others (Kall- 

; 1955; Altshuler & Rainer, 1963). 

The second notable feature was the high 
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Length 
Age  ofstay 
(years) (years) 
47 14 
47 31 
57 27 
42 20 
39 18 
65 39 
n 17 
29 r- 
68 31 
53 6 
47 28 
35 1 
75 30 
59 7 
51 30 
19 1 
47 12 
66 22 
71 44 
36 6 
70 47 
42 16 
44 1 
56 «cu 
72 47 
53 31 
23 S 
72 49 


Table 1 


Hospital diagnosis 
Congenital mental deficiency with 
epilepsy 
Dementia praecox (schizophrenia) 
Congenital mental deficiency 
Mental deficiency 
Dementia praecox (schizophrenia) 
Undiagnosed 
Chronic melancholia (manic depressive 
disease) 
Schizoid personality with depression. 
Mental deficiency 
Mental deficiency 
Mental deficiency 
Schizophrenia 
Paranoid re-action 
Delusional insanity 
Manic depressive disease revised to 
schizophrenia 
Congenital mental deficiency 
Schizophrenia 
Undiagnosed 
Delusional insanity 
Mania (manic depressive disease). 
Aetiology—unsuitable environment, 3 
congenital mental deficiency, alcoholic 
heredity 
Schizophrenia 
Mania (manic 
to congenital 
Congenital men 
iagnosed E 
Pr RE depression (manic 
depressive disease) 


depressive disease), revised 


mental deficiency 
tal deficiency 


page! al insanity revised to congenital 


Confusiona' 11 
mental deficiency 

Schizophrenia Tn 5 , 

xar melancholia with epilepsy 


incidence of pat 
Subnormality wi 
admission in seven cases, 
was diagnose 

«congenital men 
In one case, subn 
primary diagnosis, 
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Author's diagnosis 
Undiagnosed 


Undiagnosed 
Undiagnosed 
Schizophrenia 
Schizophrenia 
Schizophrenia 
Depressive state 


Schizophrenia 


Schizophrenia 
Undiagnosed 
Schizophrenia 
Undiagnosed 
Schizophrenia 
Schizophrenia 


Undiagnosed 
Schizophrenia 
Schizophrenia 
Undiagnosed 
Undiagnosed 


Undiagnosed 
Undiagnosed 


Schizophrenia 
Undiagnosed 
Depressive state 


Undiagnosed 
Schizophrenia 


Schizophrenia 
Schizophrenia 


ients diagnosed as subnormal. 
as the sole diagnosis made on 
while another patient 
at the time of admission as 
tal deficiency with epilepsy’. 
ormality was included in the 
in another, it was felt to be 
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Table 2 
Final diagnosis Hospital Author 
Schizophrenia 7 14 
Manic depression 4 — 
Subnormality 10 — 
Other 4 2 
Undiagnosed 3 12 
Total 28 28 


an aetiological factor. One patient was diag- 
nosed on admission as ‘mania’, another as 
‘confusional insanity’; in both cases, the diag- 
nosis was later revised to ‘congenital mental 
deficiency’. 

The author could find no positive evidence 
of subnormality, such as poor educational at- 
tainment or the results of attempts at psycho- 
metric testing, to substantiate such a diagnosis 
in any of the twelve patients. All were literate 
(i.e. they were able to read, write and finger- 
spell). Now if literacy in the non-deaf is indi- 
cative of some measure of intelligence, then in 
the born deaf it would surely denote a higher 
degree of innate ability. 

Psychometric testing of the deaf presents 
many difficulties. Few tests have been modi- 
fied for use with the deaf and those that have 
been modified have not been adequately stan- 
dardized. Testing does not take into account 
the effects of any psychosis, past or present, or 
the adverse effects of prolonged hospitaliza- 
tion and sensory deprivation. The poor lan- 
guage sophistication of the deaf interferes with 

the appreciation of the instructions given. For 
these reasons our patients were at a dis- 
advantage and the results obtained were in all 
probability an underestimate of their abilities. 

The psychometric testing was administered 

by a clinical psychologist and the author using 
the Wechsler Adult Intelligence Scale. Because 
of the poor language attainment rather fewer 
instructions were given than is permitted in 
the Wechsler manual and it was found most 
convenient to use Object Assembly, Block 
Design and Picture Completion tests. From 
this a valid pro-rata intelligence quotient was 
calculated. 
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Psychometric assessment was attempted 
with all the twelve patients diagnosed as sub- | 
normal. In three cases it was not possible to 
establish sufficient contact to conduct testing 
as the patients were withdrawn and probably 
hallucinated. In each of the cases where it was 
possible to administer tests, the 1.Q. obtained 
indicated that the patients were, at the very 
least, of ‘limited intelligence’ (i.e. within the 
1.0. 70-80) and that the majority were of low 
average/average intelligence. We felt that they 
may well have obtained better results with 
suitably modified test material. 

All the evidence appeared to discount the 
diagnosis of subnormality and it would seem 
that the diagnosis was arrived at mainly as a 
result of the lack of, or difficulty in communi- 
cation. 


The following cases are illustrative: 


F.M. Male; born 1916. Admitted in 1949 at the 
age of 33. He was diagnosed on admission 5 
*congenital mental deficiency and epilepsy Ac 
cording to his sister he was a fair scholar and dur- 
ing his senior years he was given the responsi" 
bility of looking after junior boys. On Jeaving 
school his mother set him up in business as à cob- 
bler and he ran the business himself. He develop” 
ed epilepsy at the age of 21. Following his fish? ; 
was frequently violent and was admitted to 
hospital after attacking his father after a fit. 

He gives a good account of himself. He says 
that he cannot understand why he has been in 
hospital so long and believes he was admitte 
because of a hernia. He talks mainly of the past 
He enjoys attention and ‘clowning’. He is eager 
and co-operates well during psychometric testing 
His emotional response is immature and succes 
produces noisy laughter but his test performance | 
seems valid in every respect. A performance 1.0.0 
99 was obtained. A positive diagnosis has not 
been established. 

L.R. Male; born 1921. Admitted in 1947 at the 
“congenital mental deficiency; deaf and dum 

The following statement appears in h 
notes in February, 1950: : 

“Unable to perform the simplest relationship 
problems of the Progressive Matrices Test. Um 
Hill Vocabulary Scale Form 2. Utterly unsuitable 
1.Q. 20-50.’ 


EM Tu was employed as a baker before the 
heal ^ei ire and took an active part in the 
af Instit ayi 
phum itute, playing football for one of 
Ati i 
E w was paralogical and expressed 
r Ideas but showed a good gras 
"ium language. j pue 
wie unde testing gave him an 1.9. of 85 
A dia Was, in all probability, an underestimate. 
=i SUR of paranoid Schizophrenia was made. 
ijs Iscrepancy between the results of testing 
ater and ours stresses the importance of ade- 
4 ro mimunicatioi. 
in ^ Female; admitted in 1919 at the age of 27. 
ia on admission as ‘Mania, aetiology— 
fides able environment, congenital mental de- 
Tu" alcoholic heredity.’ 
i 
ü d lady, now aged 71, appeared delighted 
YN erse. She is poorly orientated but this does 
tion Ts to be the result of intellectual deteriora- 
impair i memory for recent events appears un- 
inap Š : Her replies to questions are at times 
Mie tien and she entertains various persecu- 
sis d iiis and haptic hallucinations. A diag- 
Dros, Of paranoid schizophrenia was made anda 
ata 1.Q. of 100 was obtained. 


fe third finding of the clinical investigation 
Aen high incidence of history of aggressive 
in iour both before and after admission. 
in these omination of behaviour disturbance 
obser Clinical picture of deaf patients has been 
Prob, ved elsewhere (Altschuler, 1962), and is 
imm ably the result of the emotional and social 
TEE of the deaf combined with their 
ility to *act out’ verbally. 
caring and speech are intimate 
h With the development of the pers 
ting hearing child, from very early life, 
Ya ually subjected to auditory stimuli from a 
riety of sources, Much of what he hears 1s 
"nguage, 
The deaf child misses not only 
» © experiences and knowledge 4 
Motionally toned auditory perceptions, 
“Specially emotionally toned vocal expression. 


ot à develop language 
only, acd dam m» hearing brother 


ater and hanh 
more slowly than s 

Ut he does not obtain the Tee cer in 

ence to develop emotional and socialm y. 


ly connect- 
onality. 
is con- 


speech but all 
gained from 
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The deaf child is not only handicapped by 
poor language ability and intellectual retarda- 
tion but often shows such personality traits as 
poor emotional control, lack of tact and feel- 
ings for others. The normal deaf person is not 
therefore just a normal person who does not 
hear (‘The ego wears an auditory lobe'— 
Freud, 1927). 

The inability in the deaf to express dissatis- 
faction or anger in the normal way, or quickly 
enough, by emotionally toned verbalization, 
often leads to the physical display of such 
feelings. 

To those without a knowledge of the psy- 
chology of the deaf person these reactions, at 
times explosive in character, are incompre- 
hensible and may be mistaken for the mani- 
festations of mental illness. They have on 
occasion resulted in admission to psychiatric 
units. This is illustrated by the following case- 


history: 


20. Was admitted in September 


1963 as an urgency. The history obtained at the 
time was that following some friction with his 
mother and step-father he had become aggressive. 
The police had been called, whereupon he became 
extremely violent and had to be handcuffed in 
order to get him in the ambulance. On admission 
he was described as ‘tense and anxious and ap- 
prehensive’. ‘Unable to get history as he is deaf 
and dumb." . 
The following day he was apprehensive but 
soon reassured. He gave à history of having been 
upset by à workmate and was Very apologetic 
following the subsequent 


about his behaviour 
friction at home. There was no other relevant 
history, apart from the fact that he was described 


by his mother as *moody' and *tended to become 
agitated when upset ^ : -— 

No evidence of any material psychiatric abnor- 
mality was found and this was thought to be such 
an explosive reaction as has been described above. 
Following discussion with the Welfare Officer for 
the Deaf and the patient's mother he was dis- 
charged. There has been no recurrence of dis- 
turbed behaviour. The author feels that had not a 
psychiatrist able to communicate been available, 
this patient may well have remained in hospital for 


a much longer period. 
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DISCUSSION 


We feel that the results of this survey and 
completed questionnaires indicate a need for 
better facilities for the early diagnosis and 
treatment of the deaf with mental illness. The 
training of psychiatrists in manual methods of 
communication and the psychology of the deaf 
is, however, not the final answer to the 
diagnostic problem. 

The difficulties resulting from the inability 
to use the spoken word and the poor language 
ability of most of the born deaf make assess- 
ment extremely difficult even with trained 
personnel. One diagnostic interview is in most 
cases insufficient and prolonged observation 
may be necessary. Nevertheless, the diagnostic 
difficulties when a psychiatrist is unable to 
communicate by non-oral methods precludes 
accurate assessment in most cases, and diag- 
nosis through an interpreter is far from 
satisfactory. 

From our sample it would appear that there 
are a far greater number of born deaf persons 
in mental hospitals than would be expected 
from the incidence of deafness in the general 
population. In our series the average length of 
stay was 20 years 4 months. This is probably 
far greater than the average length of stay of 
the overall population and would account for 
the high incidence of deaf persons in mental 
hospitals. The increased length of stay is, in all 
probability, due to the fact that the diagnostic 
difficulty results in inadequate treatment. The 
frequent history of disturbed behaviour indeaf 
patients may also delay discharge due to 
apprehension about possible recurrence. 

This investigation has dealt exclusively with 
the born deaf patients in two mental hospitals 
but there are many deaf in the community with 
psychiatric problems which require assessment 
and treatment. There are also patients cur- 
rently being admitted to other psychiatric 
units, hospitals for the subnormal, remand 
homes and prisons who would probably 
benefit from the services of trained psychiatric 

personnel. 

Out-patient facilities and a residential unit 
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for the deaf with psychiatric problems exist in 
New York State. Out-patients are seen at the 
New York State Psychiatric Institute, Colum- 
bia University, New York, whilst the in- 
patient unit is at Rockland State Hospital 
some 20 miles from the city. 

: Although 24 of 31 psychiatrists in the ques- 
tionnaire were of the opinion that a unit 
should be established here, it is problematical 
whether sufficient staff could be found who 
would be willing to undertake the necessary 
training. The number of new patients requir- 
ing admission in any one region is probably 
very small, so that the establishment of 4 
diagnostic and early treatment unit would have 
the disadvantage of patients being admitted 
far from their homes. There are, however, in 
dications for the establishment of a unit for 
the assessment and rehabilitation of long 
term patients. 

At the time of the Caesars, the deaf were 
looked upon as imbeciles and were throw” 
into the Tiber to drown. For many centuries 
afterwards they had no legal standing P 
could not possess property. Although little 0 
no stigma attaches to the deaf today neverthe- 
less there is evidence that in the more recent 
past a diagnosis of subnormality has been 
made more frequently than indicated by t5 
facts. This would probably not occur if scree” 
ing was undertaken by personnel trained 1” 
manual communication methods and with ? 
knowledge of the deaf and their problems: 
That there is a high incidence of deaf patients 
in mental hospitals with a diagnosis of sub- 
normality which is probably incorrect has 
been observed by others also (Raineh 
1963). 

The high incidence of behavioural dis 
orders in the emotionally disturbed deaf ne 
been mentioned in this paper and elsewhet® 
There is, however, no reference in the psychia- 
tric literature of this country or abroad to the 
‘explosive reactions’ which are not infre- 
quently seen amongst the born deaf and ae 
scribed earlier in this paper. Psychiatrist 
should be aware of their existence and inclu¢ 
them as a differential diagnostic possibility is 


e^ 
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a of an acutely disturbed born deaf 
Wi ; 
E unes in Great Britain in having 
ased on cis welfare Services for the deaf 
exist in rear Societies such as do not 
ing the Uni other countries abroad, includ- 
Societies bag: States of America. These 
there is litt] run by trained welfare officers and 
Valuable oe s ut they have done in- 
munity and § in this field both in the com- 
e only mean the hospitals. They have been 
and the Patient, T liaison between the doctor 
Workers have p, or many patients, the welfare 
they have be een the only people with whom 
Versation m able to hold any sort of con- 
Stay wards ela of the patients are in long- 
Seldom visit me no other deaf patients and are 
n the i by relatives or friends. 
inquiry m hospitals concerned in this 
Now fa va meetings of selected patients 
the author ace weekly under the direction of 
empts are Or one of the welfare officers. At- 
Patients to made at these sessions to get the 
tional th Participate in discussions, occupa- 
Serve not erapy and games. These meetings 
also à e as a therapeutic measure but are 
Bteatly Lon of observing the patients and 
Fuge guo et The author would 
in other : at similar measures might be taken 
also the hospitals with deaf patients and that 
Wards 1n be collected together in the same 
o the m also suggested that Welfare Officers 
their g eaf might approach the members of 
Visitin Ocieties with a view to establishing 
B of deaf patients in hospitals. 
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The pre-requisite of treatment is assessment 
and this requires communication. Many ofthe 
early profound deaf are unable to lip-read and 
have no intelligible spoken language and many 
also have insufficient command of written 
language to express themselves in writing. In 
fact they are only able to communicate freely 
when using manual methods. The most press- 
ing need therefore is the training of psychiatric 
personnel, medical, nursing, and others in 


these methods. 


SUMMARY 


The early profound deaf of two mental hospitals 
were investigated. The reasons for the apparently 
high incidence of deaf patients in mental hospitals 
are propounded. It would appear that the high 
frequency of diagnosis of subnormality among the 
population studied is incorrect. - 

The importance of recognizing the significance 
of explosive reactions in the deaf is stressed. — 

There appears to bea need for better diagnostic 
and treatment facilities for the deaf with mental 
illness and recommendations are made. 


ACKNOWLEDGEMENTS 
k Dr J. P. McGuinness of Prest- 
i ital and Dr W. A. M. Robinson of 
ncn Hospital for access to patients and 
for their kind consideration; Mrs Patricia Bunn, 
Clinical Psychologist; Mr Caswell of [rwn 
Regional Association for the Deaf for help with 
uestionnaires; and all those Welfare Officers 
E d Deaf, nursing and administrative staff who 
en in any way inthe preparation of this paper. 


I wish to than 


REFERENCES 
. Address to Conference 
Ec EZ ji h Hippo Ru e itute for the Deaf, 
Deaf, 107 - Z. (1962). American Annals of the ata Royal National Institu : 
> 197, 560. 
De® K. Z. & Ramer, J. D. (1963). Black por iam) The Ego and the Id. London: 
Tibution and diagnosis of patients in Feast n 
. & BATCHELOR, I. R. €. (1962). 


die State mental hospitals. In Family 

tion is Health Problems in a Deaf Popula- 
é di ept. of Medical Genetics, New York State 
R 2 - Inst. Columbia University, New York. 

E AN, D. & Partripce, M. (1955). Psycho- 
gical Medicine. Edinburgh and London: 
lvingstone. 


D 
HENDERSON, of Psychiatry. London: Oxford 


Textbook plications. 

p JC: » 
Mi Royse, A. B. (1954). Relationship 
Housto™ eafness and Psychotic Illness. J. ment. 


between 
Sci. 100, 990-3- 


124 


KALLMAN, F. (1955). Objectives of the mental 
health project for the deaf. Paper presented at 
the Convention of the American Institute of the 
Deaf, West Hartford, Connecticut. 

MEDICAL RESEARCH COUNCIL (1959). Communi- 
cation to Royal National Institute for the Deaf. 

Moss, SIDNEY (1962). Mental Health and the Hard 
of Hearing. London: Brit. Assocn. of Hard of 
Hearing. 

MAYER-GROSS, W., SLATER, E. & RorH, M. (1960). 
Clinical Psychiatry. London: Cassell. 


J. C. DENMARK 


RAINER, J. D. (1963). Family and Mental Health 
Problems in a Deaf Population. Dept. of Medical 
Genetics, New York State Psych. Inst., 
Columbia University, New York. 

Sim, M. (1963). Guide to Psychiatry. Edinburgh 
and London: Livingstone. 

WitKINS, L. T. (1948). Survey of the Prevalence of 
Deafness in the Population of England, Scot- 
land and Wales. Central Office of Informa- 
tion. 


APPENDIX 


Questionnaire to Welfare Officers for the Deaf 


1. Are you ever faced with difficulties with deaf 
persons which you feel are primarily the domain 
of the psychiatrist? 


Replies Yes 17 
No 1 

Other 0 

Total 18 


2. Would you suggest referral with the ie 
intention of psychiatric opinion more frequently n 
a psychiatrist were available who was conversan 
with non-oral methods of communication? 


Replies — Yes 14 
No 2 

Other 2 

Total 18 


Questionnaire to Psychiatrists 


l. Are you satisfied with the present arrange- 
ments for diagnosis and treatment of congenitally 
deaf patients? 


Replies Yes 4 
No 24 

Other 3 

Total 31 


2. Do you consider diagnosis through the 
medium of an interpreter satisfactory in the case 
of congenitally deaf patients? 


Replies Yes 9 
No 19 

Other 3 

Total 31 


3. Do you consider it desirable to establish 5 
unit with specialized personnel for the diagno’ 
and treatment of the congenitally deaf W! 
psychiatric problems. 


Replies — Yes 24 
No 7 

Other 0 

Total 31 


ices 
4. Ifavailable, would you call upon the servi? 


a 0 
of a psychiatrist conversant with non-oral meth 
of communication? 


Replies — Yes 29 
No 1 

Other 1 

Total 31 


; is 
5. Would you welcome help with the diagnos 
and management of such cases in your own uni 
hospital? 


Replies Yes 27 
No 3 

Other 1 

Total 31 


Brit, 
J. Med. Psychol. (1966), 39, 125 
nted in Great Britain 


Mela : 
ncholy in medicine and literature: some historic 


al considerations 


Bv J. S. MADDEN* 


Mel 
used “apna as an English term has been 
is quickly ev ntrasting senses. The ambiguity 
Poems writt oked through a familiar pair of 
1638. Li by Milton between 1632 and 
Ist poem egro' and ‘Il Penseroso’. The 
loathed Mel opens with the phrase ‘Hence, 
and Fir ei *; a sentiment that doctors 
armaceutic m endorse, and which a 
Or a recent al firm has adopted as a slogan 
*nseroso» product. On the other hand ‘I 

©’ closes with the lines: 


"b 
22" pleasures, Melancholy, give, 
with thee will choose to live." 


The c èn 
a eee = of Burton's The Anatomy 
"d unfolds A 21) delimits the condition 
are the tru oth meanings: * Fear and Sorrow 
Panions = characters, and inseparable com- 
Some it is most melancholy, not all. . .for to 
Most E pleasant, as to such as laugh 
all manne, some are bold again, and free from 
d rand of fear and grief.’ 
and re can be viewed as an attrac- 
an diat eee state. This is certainly not 
» pression d e today by patients with 
uires i .An elucidation of the contrast re- 
Economi ention of psychological, medical, 
literar 21 social trends, in addition to the 
is à K oed produced by these trends. It 
at so iege to refer to some bad poetry: 
Teflexion ch of the poetry is bad is in itself a 
the past on one approach to melancholy in 
T 
Fob a g place to start is Renais- 
ofthe or n and at once medical ideas 
octrines a are found to be crucial. Galenical 
logical re dominant, favouring à physio- 
cami ee while explaining mental 
$ in terms of physical causes and vice 


tive 


* 
Con: jatii s 
Gestor. sultant Psychiatrist, Deva Hospital, 


ew mind and body are closely 
nfluential. The Galenical 
d until the middle of the 


seventeenth century with people professionally 
interested; their concepts filtered down to 
other educated persons (like dramatists and 
poets), and are reflected in the speech idioms 
still in use at the present time—in phrases, for 
instance, as “open hearted’, ‘cold blooded’, 
‘chilled with grief’, ‘black depression’ and 


*Jove-sick". 

Galenical thought emphasizes the impor- 
tance of body fluids, that are prepared from 
the diet by à chain of reactions. The first reac- 
tion is digestive, occurring in the stomach and 
leading to the production of chyle; the second 
stage is in the liver. where the four humours 
are produced ; the ensuing process, of distilla- 
tion, takes place in the heart, where blood 
from the great veins is purified into vital spirits. 
The latter pass along the arteries and in the 
brain are further refined into animal spirits; 
animal spirits can be seen at dissection stored 


in the cerebral ventricles, and flow in the 
nerves for the purpose of communication. 
Humoral physiology has a basic doctrine 
iving organism needs heat and mois- 
site qualities of coldness 


and dryness are considered hostile to exist- 

icrocosm of man, by blending all 
mimics the macrocosm. The 
blood, melancholy, choler 
ossessing two of the basic 
and having associations 


with one of the four elements, with astrology, 
with a season of the year, and with a time of 
life. A humour has a predilection for a par- 
ticular part of the organism, and profoundly 
influences body and mind. There is a link be- 
tween physique and personality; each indivi- 
dual person is more richly endowed with one 


versa; in their vi 
related and mutually i 
tradition predominate 


four humour 
and phlegm, each P 
hysical properties 
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humour, that affects his body build and his 
complexion (^ complexion’ in the dual sense of 
skin colour and of temperament). 

Blood is hot and moist, resembling air. As- 
sociated with Jupiter, spring and adolescence, 
it is stored in the liver. The sanguine man is 
fleshy, ruddy, fair-haired, courageous, amor- 
ous, and fond of food, wine and music. 

Melancholy is dry and cold, like earth, and 
is associated with Saturn, winter and old age; 
any excess of this dark, sluggish fluid is col- 
lected by the spleen. A melancholic person is 
lean, swarthy, miserable, with downcast head 
and slow pace. Although thought to be a sedi- 
ment derived from the chyle, melancholy is 
recognized as a physiological substance that 
promotes appetite and nourishes the cold, dry 
organs of bone and cartilage. 

Choler is hot and dry, akin to fire and allied 
to Mars, summer, and adulthood; superfluous 
choler accumulates in the  gall-bladder. 
Choleric people are lean, saffron coloured, 
ambitious and quick to anger. 

Phlegm is cold and moist, comparable to 
water. Connected with the moon, autumn and 
middle age, it is variously held to be seated in 
the lungs or in the kidneys. Phlegmatic per- 
sons are short, fat, pale and torpid. 

Melancholy as a term derives from the 
Greek for *black bile', and the occasionally 
used adjective ‘atrabilious’ comes from the 
Latin equivalent for the same phrase. While 
melancholic fluid occurs physiologically, it 
may also appear abnormally from burning of 
any of the four humours. The pathological 
process of burning is called adustion (Latin 
adurere, ‘to burn’), and can give rise to four 
types of abnormal melancholy humour, de- 
pending on the parent humour involved; the 
unnatural kinds are respectively termed * blood 
adust’, ‘melancholy adust’, ‘choler adust 
and ‘phlegm adust’, Health depends on the 
possession of the normal humours 1n Bahr 
proportion, and on the absence of unnatura 
melancholy fluid; the disease of melancholy 
therefore is due either to melancholy humour 
normal in quality but excessive in quantity, OF 
to melancholy humour abnormal in quality 
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derived from adustion. Diets are described in 
terms of the properties of heat, cold, moisture 
and dryness, and are prescribed according to 
the conceived pathophysiology. Blood-letting 
and purgation evacuate injurious humours 
from the venous system. 

A passion is both a function of the soul and 
an expansion or contraction of the heart. 
Emotions affect the heart’s motions through 
the animal spirit in the nerves, and through an 
increase of the appropriate humour 1n the 
veins—explanations that are not dissimilar n 
contemporary concepts. Present-day hes 
cians, also noting that passions are felt in t" 
heart, believe that the action of this organ i 
influenced by messages conveyed from E 
brain along the nervous system, and by à Su 
stance (adrenaline) carried in the veins. F 

Precipitants of the disease of melancholy. w 
Renaissance opinion, can be physical ld 
mental. Physical factors include dry or sf 
foods, unsuitable climate, excess OT ins 1 
cience of sleep and exercise, and aes in 
failure of the organs situated under the ri FA 
the hypochondrium. Psychological nee 
volve immoderate passions or intent thin e 
(melancholy being the occupational hazar' 
scholars). l 

The clinical aspects of the disease inc 
exaggeration of the features found in a d 
of melancholy complexion. Depression 
anxiety are the primary abnormalities; : 
there are many secondary changes, covering 4° 
wide range of psychiatric symptoms E 
signs. They embrace shyness, caution, sU 


jona 


Jude an 
person 
an 

but 


: A ina- . 
picion, ideas of reference, delusions, hallucin 


tions of all the five external senses, mental an 
hysical retardation, insomnia and suicide. 
Also noted are irritability, stubbornness anda 
hatred of mankind; the melancholic, accord- 
ing to Bright (1586), is ‘envious and jealous > 
while Burton considers the patient to be ‘testy: 
pettish, peevish’. The abusive quotations 41° 
akin to language in fashion till recently for de- 
scribing the hysteric and the addict to alcoho! 

or drugs. , 
The classical features of depression listed 1” 
the last paragraph are ascribed by Renaissance 


[ 


) 


n 


[em 
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o p an excess of natural melancholy 
c pe and complexity of theory 
malities a uced when other mental abnor- 
Or othe are attributed to the adustion of one 
that rd = the four humours. The teaching is 
by the ng adustion those passions fostered 
isle pee humour are. extravagantly 
Producti ed, while only later, with cooling and 
true hen of abnormal melancholy, do the 
Stance cien Symptoms appear. For in- 
Serious ue writes of blood adust: ‘every 
and tra t for a time is turned into a jest, 
into gi i ies into comedies, and lamentation 
indicated b and dances’. Melancholy adust is 
and phle Y gross fears, choler adust by rage, 
Some "i adust by apathy. In the view of 
Occurs o "ipai. this hot and cold sequence 
adusteq " y once, then the patient, like the 
cholic, umour, remains cold, dry and melan- 
Modern a pattern of events echoed by the 
Other w phrase of *burnt-out schizophrenia 
can occ Titers consider that repeated variations 
of cycli ur, and so acknowledge the existence 
ul alternations in mood and activity. 
E virtually accorded the impor- 
Melanch à disease entity is hypochondriacal 
Tom di oly. It is thought to arise occasionally 
rium ps of an organ in the hypochon- 
Veins fro den than the spleen, in which case the 
© be ob m the diseased structure are presumed 
Se pales the organ overheats, boils its 
Melanch, humours, and produces unnatural 
c jcholy with flatulent wind. Usually, how- 
ich Pochondriacal melancholy develops 10 
aAa either this organ fails to extract 
bs s from the blood, or it becomes un- 
€ acc ischarge melancholy stored within it. 
Éin eae humour boils, and gases col- 
Can fee] E. left side of the body. The patient 
attempt ürning and wind in this region, and 
the left Sto alleviate discomfort by bending to 
Anatom as depicted in the frontispiece to The 
Tain s of Melancholy. Gases ascend to the 
reams: ere they trouble the fancy, providing 
CA technical writings do not explain how 
Patient i Would rise to cause dreams if the 
is sleeping horizontally. 
Ypochondriacal melancholy affords a few 


the 
me] 


ec 


Vi 


comments. Modern doctors also dislike the 
spleen, attacking the organ with words (e.g. 
* hypersplenism ), X-rays and scalpels. Patients 
continue, as in previous generations, to com- 
plain of pain in the left side and of flatulence. 
Finally, the condition furnished the seven- 
teenth and eighteenth centuries with the noso- 
logical terms of ‘hypochondriasis’, ‘spleen’ 
and ‘vapours’. Indeed, it can be said to com- 

rise loosely the minor mental illnesses now 
covered by the word ‘neurosis’. 

Boundaries for the disease of melancholy are 
also ill-defined in the other direction of the 
psychoses. Recognition is given to the maladies 
of madness, mania, lycanthropia, hydro- 
phobia, frenzy and the falling sickness, but all 
of these are sometimes considered as species 
of melancholy in attempts at a unitary theory 
of mental disease. Willis (1672) states that 
melancholy and madness ‘are so much akin, 
that these Distempers often change, and pass 
from one into the other’. But in spite of such 
vague inclusiveness, there is a conception, 
within hazy limits, of an illness characterized 
by morbid depression. 

Prognostically, melancholy is considered to 
be long in duration and difficult to cure. Treat- 
ment is both physical and psychological. 
Somatic therapies involve emesis, purgation, 
and blood letting from specific veins as mea- 
o reduce the amount of melancholic 
hs, moderate exercise, and 
appropriate diet to warm and moisten the 
melancholic blood; soporifics to relieve in- 
somnia, and carminatives for hypochondriacal 
melancholy. Psychological therapies include 
companions and activities to divert the patient 
from gloomy thoughts; religion to moderate 
the passions; deliberate deceptions to dispel 
delusions; and the arousal of emotions other 
than depression in a loose foreshadowing of 
reciprocal inhibition. 

Galenical physiology reached its most 
evolved level in England at the Jacobean 
eriod. Thereafter, hastened by the increas- 
ingly rigorous thinking exemplified in De 
Motu Cordis, it fell into disrepute, so that after 
the Restoration Willis was able to state that 


sures t 
humour; hot bat 
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melancholy does not arise from a * Melancho- 
lick Humour". 

While still in its prime, however, the 
humoral tradition became well known to non- 
medical people who, like Shakespeare, might 
have small Latin and less Greek. Two new 
kinds of publications led to this dissemination 
of technical concepts: firstly, translations 
from Latin of medical books, and secondly, 
original works written by doctors in English. 
The outstanding instance of the latter develop- 
ment was Bright's Treatise of Melancholie 
(1586), and Wilson (1935) has pointed out the 
close analogies between the clinical descrip- 
tions of Bright and the character of Hamlet. 
Common to Bright's patients and Shake- 
speare's hero are a fondness for reading and 
for black clothes, moody unsociability, cynic- 
ism, suicidal ideas, sudden changes of mood 
with starts of activity, and irresolution. A so- 
phisticated playgoer of the time would under- 
stood the prince's procrastination on the basis 
of melancholy. 

So far, the more strictly medical conception 
of melancholy has been considered, but Ham- 
let, who is presented as a not unattractive 
person of high intelligence, derives in part 
from a philosophical tradition. The second 
line of thought reached importance in the six- 
teenth century because of a volume entitled 
Problemata that was incorrectly attributed to 
Aristotle. That work poses the question: * Why 
is it that all those who have become eminent in 
philosophy or politics or poetry or the arts are 
clearly of an atrabilious temperament?' Her- 
cules, Ajax and Bellerophon, who all become 
insane, are instanced, while other writers ad- 
duced the temperaments of Socrates and Plato 
(Babb, 1951). Various explanations were of- 
fered to explain the paradox of how melan- 
choly humour could stimulate the mind; for 
example, an excess of more than one humour, 
or the moderate heating of natural melan- 
choly. This scholarly melancholic tempera- 
ment, both a cause and a result of study, was 
thought to foster pensive solitariness, with the 
ability to withdraw pleasantly from the world’s 
distresses. Towards the end of the sixteenth 
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century it was popularized as a vogue by 
English travellers returning from Italy. Such 
travellers were often aristocrats, which favour- 
ed development of the fashion, as did the idea 
that a melancholic pose indicated a keen intel- 


ligence with an artistic talent. In the streets of 


London at that time it was not uncommon t° 
see persons adopting a studied carelessness in 
their black dress, and affecting unsociable, 
caustic discontent. The minor dramatist 
Greene confessed that he simulated melan- 
choly on his return from the Continent A 
about 1580, while early in the seventeen 
century Fletcher wrote: * Nothing's so ari 
sweet as lovely melancholy. But this i 
turesque affection declined as a popular Vog 
and, for a time, as a literary convents. 
Webster, in the Duchess of Malfi anit 
had his character Bosola accused of sae 
an ‘out of fashion mellancholy’, and a suddar 
deepening of approach to the condition 
evident in Jacobean literature. holy 
The more serious attitude to melanch x 
had cultural and socio-economic aan 
(Knights, 1937). In the first place, the ned 
sance emphasized a humanist scale of va this 
so that more importance was attached e» f 
world than to the next. The high death-ra 
medieval times continued, however, ma 
from the plague (as in the London ee 
1593); the numerous deaths, often o La us 
adults, appeared more awful in e 
humanist aspirations. The desire for uns 
dual material advancement had been S s 
lated by the fortunes acquired from vac 
World and from the progress of capita We 
this goal became particularly difficult * 
educated persons. People with learning 2h 
become more numerous under Elizabeth ex 
the opening of grammar schools, but after 
conclusion of the struggle with Spain they € 
no road to advancement except the uncer n 
route of preferment through patronage. TE 
life of the cultured individual was so difficu 
that Bacon advocated the starting of war an 
the closure ofa number of grammar schools a5 
measures to reduce dissatisfaction. No wondet 
that Donne, who for fifteen years after hi$ 
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Melancholy in medicine and literature: 


E in 1601 was tied to poverty and to 
family des and who lost many from his 
pre by disease, complained: `I languish, 

a with Melancholy.’ 
pou Milton, whose ` Il Penseroso" re- 
mslanchcis. concept of meditative, desirable 
Pastoral y, and strengthened its religiose and 
the two overtones. For the ensuing 200 years 
Sent in cn of melancholy were both pre- 
century idein Goldsmith in the eighteenth 
charm E. ed for a betrayed woman: ‘What 
Kon Pian erum her melancholy?’ Dr John- 
à ‘vile "s Ta how he inherited from his father 
Tepeatedly ancholy’, and the realistic Crabbe 
the be i the term in a serious sense. At 
in hi Ode. of the nineteenth century Keats, 
Rind an e on Melancholy’, clearly had in 
Conditio unpleasant mood. Keats gave the 
analytical à connotation similar to the psycho- 
With a belief that depression is associated 
refers REN In his poem melancholy 
Object © the loss or destruction of a loved 

er. the moment of possession of the 
: goal; it is 

"+ Seen of none save him whose strenuous 

tongue 


Ca 
n burst Joy's grape against his palate fine. 


Q 
Pra d hand, Collins described in ‘The 
Melanch, a ‘holy calm’ diffusing from 
‘Eleg “holy, Gray struck the same note in his 
and fl » Where the word occurs in the epitaph, 
cant] © poetaster Warton in a poem signifi- 
hw entitled ‘The Pleasures of Melancholy 
on b clue to the development of the tradi- 
ployed, invoking Milton. Wordsworth em- 
Poems Opposite senses of the term within the 
row V; stow Unvisited' (1803) and *Yar- 
riddeg Qu. (1814). Hood, in a vague; cliché- 
Word in j de to the Moon’ contrived to use the 
ed E full ambiguity. As might be expect- 
desirabl a writer capable of copying the un- 
to * ws aspects of Milton, Tennyson referred 
Dyson ancholy sweet and frail’. With Ten- 
mel The literary fashion for pleasurable 
ancholy died out, and the term is infre- 
i used in this sense at the present 
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The meditative-Miltonictradition on melan- 
choly requires adverse comment. That Milton 
could compose a pair of poems taking oppo- 
site viewpoints on melancholy and mirth 
suggests he was not deeply involved in either 
subject. The language of Il Penseroso’ reflects 
his lack of seriousness, promoting in the reader 
a vague sense of relaxation with a slackening 
of the alert concentration so necessary for pro- 
found responses. The enchanting music of the 


verse conceals the imprecision of the imagery. 


Consider the passage: 
«_. as I wake, sweet music breathe 
Above, about, or underneath, 

Sent by some Spirit to mortals good, 
Or the unseen Genius of the wood.” 


d these lines many times before 
like ‘some Spirit’ 
are so inexact that 
d vivid 


One may rea 
realizing that phrases 
and ‘unseen Genius’ 
they cannot provoke sharp ideas an 
emotions. 

Similar strictures apply to most of the out- 

ut from Milton’s successors that proposes an 
attractive aspect to melancholy. Such writing 
is a mere literary affectation, divorced from 
the serious preoccupations of the authors and 
separated from the realities of life around 
them. Separation from reality is, indeed, in- 
herent in their concept of melancholy. Al- 
though as doctors we would not term the 

ractice melancholic, we may have noticed in 
ourselves how pleasant it is to contemplate 
pensively the sadness of life, provided that, as 
in Gray’s Elegy, we are musing on the mis- 
fortunes of others and not on our own prob- 
Jems. Quite understandably our patients do not 
request us to remove by treatment their 
reveries of this nature, which serve as self- 
indulgent holidays from stress. 

Other lessons of interest can be drawn from 
the topics discussed. It is useful to compare 
the perplexities amongst medical men in the 

ast concerning melancholy with contem- 
orary confusions about depression. Semantic 
difficulties are apparent in both instances. 
Melancholy stood for a natural humour, an 
unnatural humour, a temperament not 
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amounting to disease, and for mental distress 
covering a normal reaction to grief as well as 
several subdivisions of illness, neurotic and 
psychotic. Depression is considered to be a 
feature engrained in a type of personality, a 
normal response to bereavement, a symptom 
of disease, a syndrome, and more than one 
type of mental illness, neurotic and psychotic. 
The controversies have been enhanced bya 
lack of knowledge, persisting to the present 
day, about the physiological basis of normal 
and abnormal emotional states. 

There is another pertinent, if ironic, com- 
parison. Under the first Elizabeth it was 
fashionable to feel unhappy and to wear black, 
untidy clothes—a vogue imported from abroad 
and stemming from ideas attributed to a 
philosopher. In the present reign there has 
been a similar fashion, brought in from France 
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and strengthened from California, which is 
derived from the writings of Sartre. 

Finally, one of the attractions of medical 
history lies in the way an apparently minor 
feature can open up exciting vistas that reach 
back to the earliest days of the profession. An 
example is provided on the frontispiece— 
already mentioned—to The Anatomy 2 
Melancholy, where Burton adopts the pseudo- 
nym ‘Democritus Junior’, and thereby alludes 
to the first alleged psychiatric interview. Ly 
original Democritus, known as the “ase 
philosopher’, was keenly aware of huma 
miseries and weaknesses, but maintained an 
amused attitude to man’s misfortunes. There 
is a tradition that his fellow citizens were 2 
concerned by his apparent incongriiy i 
affect that they called in for consultati 
Hippocrates—the founder of medicine. 
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Psychotherapy and confrontation technique theory 


Bv H. H. GARNER* 


Basic to theories on therapy 


eae psychoanalytic therapies do at- 
Broundin ngon an effective theoretical 
felt the AA or psychotherapy, Hoch (1955) 
Or many t ofa theoretical frame of reference 
qoi aee of empirical psychotherapeutic 
Were found ES following basic principles 
erapies: o be common to all the psycho- 

a Istablishing rapport with the patient. 
Bebes s to influence the patient by such 
c) Fügsestio as (a) reassurance, (b) catharsis, 
ally cha lon, (d) interpretation of emotion- 
Tged events, and the giving of insight, 


9) inte : s 
Tpretation and manipulation of inter- 


Perso 

tires relations between patient and 
ings. is » as + r 
dividuals well as patient and othe 


G ' 
) Alteration, if possible, of environmental 


Tees whi . 
ich , 
functioning affect adversely the patient s 


ü A aa blishment of rapport is related to 
istressed =. needs of the individual. When 
Msolveq y symptoms, or the awareness of 

Persona] and -frustrating problems 1n inter- 

feel that relations, the individual is prone to 

are not the stresses which he is encountering 
efforts fe ie of resolution by his own 

t erapist Scause of the realistic factor that the 

in helpi practises the social role of the expert 

Patients © with such problems, and the 

the ie RUE dade that someone have 

ties needed affection, and omnipotent quali- 
cing, the for restoration of health and well 
therapist UT establishes rapport with the 

Psychothe he second item common to all 

Tapies is the process of influencing 


fo 


* 
P: sy aL OE and Chairman, Department of 
chool. try and Neurology, Chicago Medical 


the patient, a process which in turn, is closely 


tied up with the problem of rapport, fear of 
withdrawal of love, and the avoidance of 
punishment. The patient responds by feeling 
more secure through support and changes his 
behaviour and attitude in accord with what he 
feels will be associated with continued accep- 
tance by the therapist. Interpreting and 
interpersonal relations between 
the patient and the therapist brings in the 
possibility of a series of corrective emotional 
experiences which on repetition produce 
effects similar to those found in Pavlovian 
conditioning experiments. In this way atti- 
tudes and behaviour based upon earlier, im- 
mature, inadequate, maladaptive ways of 
thinking, evaluating, and reacting lose their 
repetition-compulsion tendency. They can 
more easily be replaced by reactions based on 
an adequate adult evaluation of the reality 
with which the patient is confronted. Environ- 
mental manipulation also forms the basis for 
some change. 
In developing a theoretical basis for psycho- 
therapy, it becomes evident that any theory 
sufficiently all-encompassing to deal with the 
many facets of human behaviour must of 
necessity take into account the organic, psy- 
chological, psychodynamic, and psychosocial 
concepts of mental disease. It is further evi- 
dent that these concepts are complementary 
rather than exclusive. Alexander (1957) states, 
‘the controversies over them are largely 
artificial and are based on a confusion con- 
cerning the epistemological issues’. 
Bromberg (1958), in exploring the problem 
of psychotherapy as an art or science, empha- 
sizes that all techniques seem to meet with 
successes as well as failures and that studies by 
ersons other than himself have led to the con- 
clusion that psychotherapy may have no value 
hat the non-specific elements common to 


manipulating 


ort 
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all therapies may be most important. The 
meaning of the therapeutic relationship for 
patient and therapist as an affective experience 
is considered crucial. Bromberg, who in analy- 
sis of therapeutic ‘artfulness’ attempts to 
understand the meaning of the relationship, 
indicates that psychotherapy does not hold up 
well as a science. It does not show the back- 
ground of sound postulates upon which hypo- 
theses can be erected and from which con- 
firmable and predictable events or results 
follow. Much of the success of psychotherapy 
is seen by both Bromberg and the discussant 
of his paper, Roy Grinker, Sr., as derived from 
the need of the patient for new value systems 
and illusions. Since his have failed, he will 
accept those of the therapist if they are pre- 
sented with vigour. To quote Grinker: *The 
acceptance of these illusions within the magical 
setting of the therapeutic situation is pro- 
foundly influential in helping the patient at 
least temporarily." 


Psychoanalytic theory 


In early theory the task of the analyst, 
Balint (1950) indicates, was to bring about (1) 
reconstruction of the patient's instinctual 
development, particularly in relation to repres- 
sed sexuality, (2) reconstruction of the oedipal 
situation, and (3) relief of the castration 
anxiety originating in the oedipal situation. 
Freud (1935) had formulated the task of 
psychoanalysis as to bring to the knowledge of 
the patient the unconscious repressed impulses 
and experiences. This was to be accomplished 
by uncovering resistances which oppose the 
extension of his knowledge about himself. 
However, merely uncovering the resistances 
would not be sufficient. The transference 
neurosis, (thus) substituting a new conflict for 
the old, is necessary. The transference neurosis 
can then be interpreted and worked through. 
The instinctual motives of his symptoms are 
pointed out and expressions of the personality, 
not considered as pathological by the patient, 
are shown to be motivated by instinctual pro- 
cesses of which he was in ignorance. It was felt 
that there was no need for any activity to help 
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the patient through a process of synthesis, 
since it was in the nature of mental processes 
that psychosynthesis is achieved automatically 
and inevitably during analytic treatment. — 

Fenichel (1945) expresses psychoanalytic 
theory as follows: ‘Repressed instinctual 
drives are constantly seeking expression. Par- 
tial and distorted ego-alien impulses and at- 
tempts at control represent the symptom 
formation. During treatment first the deriva- 
tives and finally the original drives become 
conscious. These original drives are then eX 
pressed in direct gratification and partly 1” 
sublimation and lose their infantile intensity 
by growing up with the rest of the personality: 
Freud (1935) expressed this as: * Where id A 
there shall ego be.’ He further stated, We "n 
nothing more than allow this change to ta is 
place in them; the extent to which this : 
achieved is the extent of the benefit we B 
them." This attitude of passivity has to cf 
extent been replaced by a sanctioning o er 
creased activity in psychoanalysis, by ere 
therapists, and an emphasis on the correc 
emotional experiences. 

The theoretical basis for psyc 
therapeutic effort and result was more 
described by Stone (1951) as follows: 
solve or minimize resistances and mak 
ego aware of its defensive He vid 
mately of id and super ego contents an P ao 
tions. Through this accurate carne 
plemented by the process of working or 
we expect the abolition or reduction o we 
super ego qualitative distortions and P al 
logical intensities, the resolution or reduc A 
or at least the awareness of intrapsychic c s 
flict in general, and finally, the extension oft : 
ego's positive sovereignty over the instinctu? 
life, with a freeing or facilitation of its syn 
thetic, adaptive, and other affirmative capac” 
ties.’ In this process, the mobilization of th? 
transference neurosis holds a central place- or 
more succinctly, the current behaviour or b& 
havioural tendencies resulting from intra 
psychic conflict or previous interpersonal rela- 
tions are altered. The alteration is one in whic” 
that activity which has its origins in the past 


hoanalyti® 
recently 
* We dis- 
e the 
ulti- 
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and is inappropriate to current realities is 
Tecognized by an adult ego as it frees itself 
from the burden of the past. Kubie (1959), in 
distinguishing between health and normality 
and neurosis, emphasizes this theory of 
Psychotherapeutic results. Health and nor- 
mality are distinguished from neurosis by 
being related to the degree to which areas of 
Y = dominated by inaccessible or unconscious 
Orces are shrunken. Behaviour which arises in 
ie o Combinations of purposes, thoughts, 
tone. feelings, represents either an unstable 
iis promise or the alternating dominance of 
ein System over another, each oscillation 
cae ie as an attempt to negate, deny, or 
fons: € other. Behaviour dominated by un- 
petiti ous forces is seen as characteristically re- 
T ive, obligatory, insatiableand stereotyped. 
bo aer peutie principle expressed by 
fust nder & French (1946) that the patient 
efus ee new emotional experiences cal- 
emoti to undo the morbid effects of the 
Mi experiences of his earlier life is the 
ep al theme of more current therapeutic 
a proaches, Other therapeutic processes such 
eoe dta insight, abreaction, and recol- 
. On. of the past were all subordinated to 
'S central therapeutic principle of providing 
“corrective emotional experience’. The 
Patient Te-experiences the old conflict, and 
We that the experiences can be lived through 
3 1 à new and happier ending. Repetition A 
N solution permits the Loren 
of ped to become a new, automatic met € 
lit ealing with similar situations. Recen 
erature reflects dissatisfaction with the 
ae Of insight developed in a pe 
men UN atmosphere. Worden (1955) indi- 
ed the need for activity other than that 
Provided in the basic model technique of 
Po hoanalysis Eissler (1953) emphasized the 
“ned to analyse parameters from the basic 
odel technique. 


Biodynamic principles in theory of 
psychotherapy 
Theoretical constructs for understanding the 
PSYchotherapeutic process are expressed in 
9 
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biodynamic principles of behaviour by Mas- 
serman (1961) as follows: 


(1) Prolonged removal from the neurotogenic 
conflict: Advising a patient to remove himself 
from situations which are conflictual. 

(2) Diminution of the conflictual need. Oppos- 
ing motivations lead to conflict, such as that be- 
tween avoidance of injury to an unborn foetus 
and rejection of the child. The conflict may be 
resolved by a therapeutic abortion. 

(3) Reconstitutive press therapy: for instance, 
in a school phobia, having a child go to school 
with mother, and later alone. 

(4) Employment of transference relationship. 
The patient responds by seeking security in a 
‘positive’ transference, and then will accept sug- 
gestion, persuasion and other forms of retraining. 

(5) Social interaction. The adaptive behaviour 
of others so influences the immediate physical and 
emotional environment of the neurotic person that 
the latter's motivations and adaptations are alter- 
ed into a more mature, efficient form. The process 
of social interaction among patients and between 
patient-society and staff-society is described as 
having a high level of therapeutic potential. 

(6) Experiential ‘working-through’. By ex- 
periencing how a conflictual situation can be re- 
solved, and a more effective adaptive pattern can 
be formed, the patient is encouraged to work more 
persistently at constructing more nearly normal 
patterns for other aspects of daily living. I 
(7) Resolution of conflict through disintegration 
of percept formation. Shock, drugs, and other 
agents cloud consciousness, disintegrate painful 
thought processes and partially resolve. conflict 
between incompatible motivations. Relieved of 
such immediate overwhelming stress, the healthy 


part of the ego can begin to take hold. 


Doctor-patient relationship— 
hierarchic-order 

The hierarchic order of patient's desire for 
co-operation erected by Rado (1 953) forms an 
effective concept for understanding the nature 
of the interrelatedness in theories of psycho- 
therapy: Table 1. 

It is the experience of most therapists that 
the patient at the point of initially seeking help 
has often regressed to the parentifying or 
magic-craving level. Pertinent to the impor- 

Med. Psych. 39 


134 


Table 1 
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Aspiring level 
Available in an adult capable and desirous of 
self-advancement by extensive learning and 
maturation 


> 


| 
+ 


Self-reliant level 


Available in the average adult capable of 
learning the simple know-how of daily life 


| | 


| Parentifying level 


The adult acts like a child; seeks parental help 
and therefore parentifies the therapist 


| | 


Magic-craving level 
The completely discouraged adult retreats to 


the hope that the parentified therapist will 
work a miracle for him 


|- —-~— 


tance of a magical basis for cure is the concept 
of the Ur-defenses: (1) the delusion of the in- 
vulnerability, (2) the delusion of an omnipotent 
servant, (3) the delusion of man’s kindness to 
man, Masserman (1953). 


Aetiology in theory 


Concepts of the dynamics of cure are mir- 
rored in the prevailing theories of aetiology. 
Tago Galdston (1953) lists as basic theories the 
following: Demoniacal-moral, - hereditary- 
constitutional, toxic-traumatic, asthenic- 
disintegrative, repressive-analytical, ergo- 
logical, socio-environmental and ecological. 
Psychotherapy is afforded little scope for 
curative action when based on demoniacal- 
moral, hereditary-constitutional or toxic- 
traumatic theories. Jt is permitted only a sup- 
portive role in asthenic-disintegrative theories. 
In the dynamics of cure involving repressive- 
analytic, ergological, socio-environmental 


Expressed attitudes 


Iam delighted to co-operate. This is my oppor- 
tunity to learn how to make full use of my - 
potential resources for growth 


T am ready to co-operate. I must learn how to 
help myself and do things for myself 


Adult 
Child-like 


I don’t know what the doctor expects of ie 
Icouldn't do it anyway. He should cure me by 
his own efforts ‘ 


The doctor must not only cure me, he must do 
everything for me as by magic 


9 a 
and ecological theories, Galdston emphasizes 
the permissive atmosphere of the psycho- 
analytic process rather than that the uncon 
Scious material is deprived of pathogen 
energy. The integrative scope and power ofth 
ego thereby increases as the unconscious an 
Tepressed material is brought into awareness 
in this permissive, non-retributive atmosphere. 


Discharge and binding of affect 

Among the elements in the psychothera- 
peutic process are the discharge and binding 
of affects. Thereby thoughts and memories 
receive greater degree of perceptual and socia 
reality, greater objectivity of inner processe 
becomes possible, past and present are mor 
clearly differentiated, the testing of Psy ge 
realities and insight are made possible E 
above all the integrative process is enhance 
Psychoanalytic and psychotherapeutic theor 
includes, as a basis for curative effect, th 
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benefits derived from catharsis or the binding 
of affects in sublimated behaviour and in 
defence mechanisms (Fenichel, 1945). 


Conditioning theory 

In keeping with Pavlovian concepts, Wolpe 
(1954) has developed a theoretical formulation 
of certain psychotherapeutic effects. His 
opinion is that psychotherapeutic effects are 
E pn) always a consequence of the occurrence 
1 n i wage inhibition of neurotic anxiety 
" jew A complete or partial suppression 
TRET occurs as a consequence of the 
es neous evocation of other responses 
F : een antagonistic to anxiety. Thus 
eoretical framework for the improve- 
ment noted by Wolpe is related to Pavlovian 
concepts of conditioning and deconditioning. 
Wolpe proceeds on the basis that neurotic 
behaviour is persistent, non-adaptive, 
behaviour in which anxiety is almost always 
present, and which is acquired in anxiety- 
generating | situations. Successful therapy 
Would be obtained by a reciprocal inhibition 
of the neurotic responses. He has formulated 
techniques for producing a reciprocal inhibi- 
tion of anxiety to be used as the basic psycho- 

therapeutic process. 


learned 


Character and role 

Emphasis on character has varied in dif- 
ferent psychiatric approaches to the problem 
of therapeutic intervention. The general ten- 
dency has been to see in character the precipi- 
tation of the conflictual struggles of childhood 
the influences of family and culture into a 
specific kind of relatedness of a person to the 
world. Erich Fromm (1941, 1947) sees @ com- 
mon core in character which he calls à *social 
character’ and on which are superimposed the 
variations which make for individual charac- 
ter. The ‘healthy’ character is seen by most 
 Mriters as being able to use his capacities and 
3nergies to their full potential; to be able to 
ink independently and critically, be free o 
erious warping of emotional reaction an 
tellectual understanding, to respect himself 
and respect others, and to be able to enjoy 
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those pleasures of which the human organism 
is capable without overpowering repression or 
without anxiety which negates the experience 
of pleasure. Saul (1960) indicates that the 
ualities for emotional maturity are repre- 
sented by an adult who is (1) independent and 
responsible with little need to regress, (2) is 
giving and productive, yet able to receive 
normally, (3) able to be co-operative rather 
than to be egotistical and competitive, (4) in 
harmony with his conscience, (5) capable of 
free expression of sexuality integrated with 
mating and productive activity, (6) free of an 
overburdening hostility towards himself or 
for constructive purposes, (7) able to grasp 
reality clearly and free from the emotional 
astigmatisms of childhood, and (8) is free from 
anxiety which is disturbing effective living. 
The moulding of character 1$ intimately re- 
lated to frustrating experiences. Frustration is 
experienced when a difficult problem in per- 
ception, thought, action or feeling OCCUIS Or 
when an inhibition or an exception to accus- 
tomed conduct exists. Character moulds in 
which the qualities considered so essential to 
good living are seriously warped tend to re- 
main so because of the repetition compulsion, 
the adaptive desire for maintaining patterns 
of activity which have been previously utilized 
and inherent qualities which stunt the desire 
for change. In psychotherapy, forward mo- 
mentum in realistic goal-directed behaviour 
becomes possible through an appraisal of the 
disturbing situation, facts are gathered and 
analysed, à mental reconstruction of the situa- 
tion is made and a solution intended to elimi- 
nate the obstruction to effective functioning or 
create necessary controls is evolved. With the 
roblem understood, movement toward a 
solution which is more mature is possible. 
Becker (1961) describes the concept of role- 
taking as follows: *To get a proper appraisal 
ofa social situation in order to act, the indivi- 
dual tries to get as many perspectives as he can 
on the situation, so that his behaviour will be 
based on sound inference... .It is because 
everyone has roles and can imagine the roles 
of others, that social behaviour is at all pos- 
9-2 
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sible with a minimum of confusion... . Role- 
taking in sum, is a fundamental source of data 
obtained by the trial and error method prac- 
tised within the individual by thought. Ulti- 
mately, then, we can see the individual is 
forced to become social in order to function. 
He learns to understand his behavior by 
understanding the behavior of others, i.e. 
role taking....An individual who cannot 
take roles, risks submerging himself in un- 
verifiable private thoughts and delusions, 
as his suspicions and susceptibilities are 
reinforced into a false dogma, which is un- 
questioningly adhered to. In the psycho- 
therapeutic relationship, the importance of 
role and role-taking for the development of 
the healing effects of a treatment-measure has 
been stressed in the psycho-drama methods of 
Moreno (1945). In some of the psycho- 
therapies, the therapeutic effects are seen as 
closely allied to the roles assumed by the 
patient, whether these are consciously or 
unconsciously produced. Crucial to the con- 
cept of the significance of transference for 
‘cure’ is the fact that the role of the therapist 
in responding to stimuli impinging on him 
from the patient is quite distinct from the 
social role of the actual person whom the 
therapist at the moment may symbolize. 


Perceptual and learning theory 


Brunswick's theory of perception has ties to 
such concepts as the repetition compulsion 
and personality development based on early 
experiences. Perception was described as the 
meaningful impression of an object, obtained 
by the senses. Imboden (1957) indicates that in 
psychological terms this had come to mean 
that judgmental and interpretive ability must 
be included as parts of the process of percep- 
tion. According to Brunswick's theory, the 
individual stores up assumptions about the 
world, based upon the principle of probability 
that a certain cue will continue to be linked 
with specific entities. For example, items a, b, 
c, d, etc., will continue to be linked with items 
a’, b', c', d', etc., with the same frequency in 
the future as in the past. This probability esti- 
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mate is done quickly and unconsciously. The 
new perception thus tends to be endowed with 
the attributes of the past perceptions with 
which it is cued. One can assume that the 
experimental demonstrations of these aspects 
of a percept are also applicable to experiences 
in interpersonal relations. This, in turn, has 
implications for the concept of transference 
which can be seen as a tendency to endow 4 
new interpersonal relationship with incorrect 
perceptions. The relationship to the therapist 
does not reproduce the expected experiences 
based upon probabilities established through 
previous percepts with parents and others 10 
realistic transactions, and therein lies its thera- 
peutic potential. 

Relearning isalsoan operational framework 
used for understanding psychotherapy. In 
studies by Frank et al. (1959), the results were 
consistent with the view that improvement 10 
psychotherapy may be produced by at least 
two factors: (1) non-specific expectancy 7 
relief; (2) relearning, which is related to the 
amount and kind of treatment contact. Learn" 
ing and perceptual theories for psychotherapy 
are related. i 

Concerned with perceptual theory 1S the 
general theory of treatment suggested by 
Rashkis (1957). In a provocative article, he 
offered a general theory of treatment 1n id 
chiatry. He finds consistent theory !n 5 " 
eclectic therapy of many psychiatrists by pu 
ing the therapy to the phenomenological € 
or the organizational factor. A patient 1$ se i 
as being disorganized because the informato 
received by or available to him may be ww í 
rect or too jumbled to be used effectively. 
may be disorganized in that the organization? 
factor which directs or shifts the forces of af 
tention, or co-ordinates information from . 
various internal or external systems, is func- 
tioning ineffectively. Some individuals may be 
considered as having a more effective organiza- 
tion factor than others for constitutional rea- 


#6 the: perceptual field of the individual. The 
patient sees the therapist in well-defined terms. — 


| 
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Mons involved and the permanency 
for Po e. A variety of methods are used 
Rashkis we the organizational factor and 

ntm 2 udes psychoanalysis among these. 
tion is ee pe as being ‘set’. His atten- 
fering frena t to gain. He is helped by inter- 

s vice he loss of ability to shift attention. 
his life sit to be able to pay attention to what 
eral uation actually is, to conceptualize 

lal relationships. 


The confrontation technique 


s ftir has described the successful 
Psychiatri of a confrontation technique 10 
19604, ny treatment (Garner, 1959a, b, 
arner & 1962, 1963; Garner & Jeans, 1963; 
a Proble Waldman, 1963). This technique has 
Coerciy m-solving rather than a permissive or 
hundred approach. It has been utilized in 
medical : of patients, with diverse psychiatric, 
tion of and surgical problems. The applica- 
to be dua confrontation technique as 2 tool 
Out the = extensively and intensively through- 
culty nerapeutic process is based on the dif- 
Once iege which old learned patterns, which 
€arnin adaptive value, are unlearned. In the 
e ii process, motivational pressures and 
Telated jective needs of the individual have 
Satisfy; goal-seeking behaviour directed at 
Oward © the needs of hunger, love and urge 
Satisfa mastery. The responses that brought 
ey il are repetitively carried out until 
equirips ne automatic responses no lon 
is ada g problem solving. The person accepts 
a Signis, tations, when effectively repeated over 
reacts. cant period, as unalterable. Indeed he 
e with resistance to alteration even when 
malaa, ttern of behaviour becomes obviously 
in th aptive. The principles of therapy applied 
niqu e confrontation problem-solving tech- 
e are: 
Sh problem which is crucial 
must z recognized or not recogniZ 
ecome clearly stated. 
d An actual solution to 
i sented or expressed in an exag 
le illuminate the possible action. An 
rnative is to express the end-results of a 


ger 


but only 
ed at all 


the problem must 
aggerated 
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continued maladaptive activity in so exag- 

gerated an expression that the person would 

wish to discontinue such behaviour. Example: 

*You should believe you are the most mis- 

treated person in the whole world. What do 
ou think or feel about what I told you?’ 

(3) The restatement of the conflict pre- 
sented or the suggested solution in a repetitive 
manner creates the atmosphere for feeling 
that the status quo is unacceptable and a solu- 
tion is found by continuous searching. It is as 
if the therapist’s repetitious question acts as a 
continuous pressure to force the acceptance of 
a need to explore and solve a problem. 

The technique of the confrontation treat- 
ment is as follows: 


Several methods of working statements are 


used, followed by the question, * What do you 
think or feel about what I told you?’ For 
instance, one method is to use an authoritative 
statement directing the patient to control cer- 
tain drives, impulses or desires which were 
creating conflict and anxiety. The statement is 
then followed by the question, *What do you 
think or feel about what I told you?’ The use 


of a confrontation by the therapist has value 


in that it creates à situation wherein the patient 


feels that if his ability to control the undesir- 
able impulse or to function independently is 
impaired, such control will emanate from 
sources outside of himself. Further, in head- 
long flight from reality, controls and object 
relations, the patient finds himself confronted 
by the therapist in such a way that his line of 
retreat is cut off. If he wishes to evade reality 
now, he has to think about why. But thinking 
about reasons for evading reality requires dif- 
ferentiating among reasons, evaluating them 
and choosing how to behave. The patient's 
crumbling controls are reinforced. Anxiety is 
reduced. The patient is invited to explore what 
he is doing with the help and support of some- 
one who has obviously done his part in bridg- 
ing the communication barrier. 
The confrontation technique can be applied 
with a variety of psychotherapeutic ap- 
roaches. Its development, however, has been 


within the framework of uncovering psycho- 
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therapy in which interpretations and questions 
are intended to overcome resistances and bring 
about varying degrees of reconstruction of the 
past. An understanding is necessary of the 
nature of the pathological defences and an 
awareness of the personality structure in con- 
cepts expressed by terms such as drives, needs, 
desires, anxiety, controls, social conformity, 
superego, conscience, adaptive functions, and 
reality testing. An awareness of the influence 
of past on present interpersonal relations and 
their importance for transference phenomena 
is included. The basic psychotherapy frame- 
work in which the technique has evolved 
might therefore be described as psycho- 
dynamically oriented psychotherapy. When 
insight is not involved because of the tech- 
nique used, or because the goals for the treat- 
ment of the patient are limited, transference 
interpretations, or dealing with the relation- 
ship of past and present, may be totally avoid- 
ed. The goal is then to bring about a change in 
symptoms or improved social functioning 
rather than focusing on alteration of person- 
ality structure. 

Controling a patient through methods 
which re-establish the authoritarian parent- 
child relationship is generally frowned upon- 
or may be considered, at best, a form of sup- 
portive psychotherapy. However, it reassures 
the patient that his own controls will be 
strengthened by an external control, and thus 
helps relieve acute panic states and anxiety, 
Authoritarian directives intensify transference 
phenomena and the tendency to repeat a be- 
haviour pattern previously executed without 
questions as to its significance. However, the 
patient is invited to work out a mutually satis- 
factory solution to conflicts, rather than being 
simply instructed or left to wander on alone 
by the question, ‘What do you think or feel 
about what I told you?’ The question creates a 
desire in the patient to test the significance of 
the controls, and to evaluate these further on a 
realistic basis. In other words, it fosters reality 
testing in contradistinction to fostering trans- 
ference neurosis. The use of the confrontation 
may also strengthen the patient’s favourable 
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feelings of hopeful recovery and restoration to 
health. Since the patient has lost a great deal 
of faith in his ability to recover, the promise of 
health through authority increases his capacity 
to deal with his anxieties so that he can be 
more realistically aware of the conflicts cre- 
ating his anxiety. The patient freed from 
anxiety can construct more wholesome an 
more effective adaptations. Also, the struggle 
of impulses seeking expression against iner 
nalized controls become partially transferre 
to a conflict between impulses and an externa 
parental figure, and leads to an awareness © 
the attitudes toward such impulses in the 
general socio-cultural milieu of the patient. It 
was suggested that as a guide to therapy 
attention should be constantly focused upon 
the ‘integrative task’, the problem that the E 
is trying to solve at each particular mona i 
The use of this technique tends to highligh 
the integrative task for the patient. — À 
The statement with which the patient 15 i 
fronted will vary in the light of the wr: 
picture of the patient, and the nature of di 
relationship at the initial use of the confron 
tion. The area of conflict selected will Men 
from case to case. It is a question of E 
therapist's acuity in ascertaining the wp 
immediate struggle, whether it is sexua’ 
ling rivalry, or some other disequilibri en 
patient may be confronted with a prohi she 
statement—' You must never, under any We 
cumstances, masturbate!'—or an ine 
or permissive statement— It would be state- 
if your husband dies!’—or an adaptive $ me 
ment involving a mature value onenian > 
*I want you to continue to work at your Lm 
By and large, all of the confrontation pud 
ments may be classified in one of these 438 
categories. The confrontation, once stated, i 
used continuously. The process of develop 
ing self-assurance through mastery Ad 
achievement is not inhibited by fear of punis 
ment, shame, failure or fear of loss of lov® 
because of the non-condemning nature © 
the relationship and the encouragement ito 
seek a solution suggested by the repetitive 


question. 
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ii cis few exceptions, the patient is 
Laon dies psychotherapeutic help by 
hand, he licting wishes or desires. On the one 
feale E usually seeking help from a magical 
Pulses th re-enforce his strivings against im- 
Other PE him with danger. On the 
health Ted , he also seeks restoration to 
to the. D. deepest sense, this would mean 
pulses (a IE the gratification of all his im- 
sibly Hee a desires and expectations. Pos- 
establishes the patient is seeking is the re- 
BUM SUM which his basic 
patient's $ no longer threatened. Many of the 
Prevented fr pes, expectations and desires are 
ality ba rom fulfilment, not because of any 
Tude and " Het, but rather because of his atti- 
esires oed about these wishes, needs and 
to reacti he infant and child develop patterns 
situation E which are adaptively related to the 
Patterns he is experiencing. However, these 
Value E prae fail to have positive adaptive 
Ogicalh ater life, The breakdown in psycho- 
Method omeostasis occurs because the patient s 
and bei of dealing habitually with internal 
and EUR stimuli, developed during infancy 
quate ildhood, prove to be insufficiently ade- 
ee for dealing with parents, peers, 
ood Surrogates, marriage, sexuality, parent- 
other economic self-sufficiency, and all the 
üneti multiplex facets of life which may tax 
ional efficiency to the maximum. 
eee suggested as responsible for the tenacity 
e poor adaptive responses are the following: 
Si At the time they were developed, Ec. 
Value HS responses had some effective adaptiv 
d lu WHO then the best possible solution to 
problem. 
mum t S wishes and desires along with a zer 
Securit reat of danger, in terms of loss of love 
curity. They also assured freedom from aggtes- 


an Or injury from others and maintained self- 
eem. 
Ta When such behaviour was found to be 
ae valuable the distance between stimulus 
Pla response became shortened. Introjection took 
m LPs led to automatic behaviour When 
ede actually or symbolically suggested à 
ationship to earlier configurations. This ten- 


d maximum gratifi- 
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dency has been labelled ‘repetition compulsion’. 
To a large extent, non-acceptable impulses are 
denied because of fear of loss of love or fear of 
aggression from others. By denying the need for 
action, the patient decreases the danger. There- 
fore, control of such desires would best be exer- 
cised most effectively at the source. The self- 
imposed ‘don’t’, ‘you should not’, ‘you cannot’, 
‘you must not’, ‘you ought not’, represents the 
shortening of distance between the stimulus and 


the response. 
(4) To each new situation, the response con- 


stitutes those adaptive patterns previously tested 
and found to be most effective, or new adaptive 
patterns most frequently used in comparable 
situations. The utilization of previously tested 
responses lead to the phenomena of transference, 
repetition compulsion, and narrowing of the ego 
span. Such economy of activity may have its im- 
mediate value. However, it creates difficulties 


which are directly proportional to the length of 


time required for maturation in any organism. 
The longer the period of dependence, the more 


such patterns are developed and the greater the 
hat such adaptations will become the 


probability t 
basis for uneconomical and inadequately adaptive 


behaviour in later life. 
(5) We must also consider that the patient has 


certain innate characteristics determined by 
heredity, which will significantly influence the 
nature of his development. These characteristics 
are subject to independent external influences as 
well as to ' feed-back’ influences from the environ- 
ment to exploratory acts by the individual. As he 

f objects in the environ- 


experiences responses 0! 
ment to his behaviour, the patient may modify, 


inhibit or intensify his behaviour. 


The following might be considered as 
factors contributing to better integration and 
adaptation of the individual when the con- 
frontation technique is used. 

(1) The more distant are stimuli situations 
and events from the efficient response, the 


reater is the capacity for appraisal and for 
f perceptual, conceptual, affec- 


tive, and response phenomena based on the 
eneral principles of reality testing. The inner 
conflict does not permit the kind of evaluation 
ossible when the stimulus is outside. If we 
assume that this premise is true or in the nature 


integration o 
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of an hypothesis, the further the stimulus 
situation is from the appropriate efficient re- 
sponse, the greater is the capacity for appraisal 
and reality testing—then it would follow that 
corrective emotional experiences might be 
created and their effects hastened by 
manoeuvres calculated to increase the distance 
between stimulus and response. The passive 
permissive acceptance atmosphere in psycho- 
analysis and other psychotherapeutic tech- 
niques achieves such separation. The therapist 
in his role as a healer is quite distant from the 
fantasied role of the therapist as a parent. 

(2) ‘Repetition of an experience is a very 
powerful force with respect to modification of 
behaviour. It derives from the no less excep- 
tional tendency for behaviour to undergo 
modification in consequence of experience’ 
(Cameron, 1956). The confrontation tech- 
nique includes the presentation to the patient 
and the frequent repetition of a statement or 
what in essence represents a repetition to the 
patient— What do you feel or think about 
what I told you.’ As in the psychic driving of 
Cameron, one must identify a major problem 
in selecting the key statement for driving. It 
should be a short statement, and should not 
contain a multiplicity of topics. This technique 
is directed at (1) penetration and exploration 
of the defences; (2) a continuous activation 
and expansion of a given area of the patient's 
experience, that is, making accessible pre- 
viously inaccessible material; (3) the setting up 
of a dynamic implant. 

(3) Suppression of conflict and anxiety may 
be one response to the confrontation ap- 
proach to the patient. Suppression may create 
an immediate improvement in a patient. The 
use of suppression to bringaboutan alteration 
in thoughts and action is based on the shifting 
of attention from one set of stimuli to an- 
other. Thoughts and acts, according to Dol- 
lard & Miller (1950), act as verbal cues to pro- 
duce motivation which in turn prompts 
further thoughts and actions. Motivation to 
suppress one set of stimuli may come from an 
urgent task or problem requiring solution. The 
confrontation statement may create the atmo- 
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sphere for suppression by shifting the atten- 
tion to new stimuli and away from those 
which are creating symptoms, anxiety and dis- 
comfort. Problems which are seemingly in- 
soluble produce a ruminative tendency and 
vicious cycle which may be temporarily 
altered by suppression through a shift of atten- 
tion. A confrontation technique offers the 
patient the opportunity to shift his attention 
from involvement in a ruminative vicious 
cycle associated with anxiety and ineffective 
functioning to one of a compliant, pond 
tively active person. A supportive type e 
psychotherapy is possible with the goal © 
therapy being alteration of symptoms an 
improved living in the family and community. 
This goal can be altered at any time to € 
further exploration by pointing out that a 
response to * What do you think or feel abo d 
what I told you?’ was one of uncritical s 
pliance and that further exploration of 
problem was another possible response. 
In quoting from LeBon, Freud (1948) A 
attention to the problem of uncritical A a 
pliance as it affects the care of patien 
groups. ‘We see then the disappearance = E 
conscious personality, the predominan 
the unconscious personality, the us 
means of suggestion and contagion of fee io 
and ideas in an identical direction, the d 
dency to immediately transform the wd a 
ideas into acts; these, we see, are the prin ue 
characteristics of the individual mE 
of the group. He is no longer himself or : 
become an automaton who has cease tal 
guided by his will.’ In disturbances 1n m 
function, whether in the psychoses, neur s 
character-disorders, hypnosis, or dreams, ex 
function of reality testing tends to give Way x 
the greater strength of the wishes, urges d 
instinctual needs of the individual. In psycho" 
therapeutic work with patients there is S 
quently a change in the patient's behaviour 9 
a decrease in symptoms and improvement in 
affect. The therapist not infrequently sees such 
change as improved reality, whereas in actu- 
ality it is the uncritical compliance to what the 
patient feels the therapist wishes. 


calls 


f the 
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eerte curant statement may act as a 
sed the o 1g agent. Kubie (1961) has expres- 
tiatia that when we understand the 
move cae transitional processes by which we 
.— Zation toa One state of psychological organi- 
taken i nother, giant strides will have been 
normal piece the dynamics of 

B remark: V gnis m processes. Among 
States he - le features of such transitional 
Occur and ti ed the speed with which they can 
times bya nat they can be precipitated some- 

€ compa single word or gesture. In a simile 
Solution ET the seeding ofa supersaturated 
with the Ls precipitate fully formed crystals 
organized €y word or gesture dropped into an 
Precipitat, preconscious set which instantly 

es a fully developed concept or role. 

uno UR agement is given to flexibility as 

a repe ‘ee responses. The tendency for 

© take x non-adaptive type of behaviour is 
Preformed some of the characteristics of ‘the 
tual beh, structural automatisms of instinc- 
Ower Siete Brun (1951) indicates that 
automati mals are equipped by such structural 

ion to min not only with a general dispost- 

3 bras d in view ofa certain goal and in 

ion of th irection, but also with the realiza- 
action, EE behaviour as so-called instinctive 
*quipm ichtenstein (1961) suggests that such 
i entit e gives to lower animals à fixed 
"ed Which man lacks because of the 

€ hy € of fixed behaviour patterns. It might 
i "s Othesized that the desire for such an 
thai Be significant for such tendencies 10 
© carr ehaviour as a repetition compulsion 
tive M out behaviour which is poorly adap- 
no, _ ature attempts at active mastery are 
Sere in the psychotic, neurotic OF 
Patter, ter disorder to the extent that archaic 
ilit ns of reacting, rigid defences, and in- 
"d to deal with upsurges of anxiety, fear. 
ectiv and other affects prevent the use © 
ituati € adaptive patterns In meeting new 
edens Ability to learn, to classify new 
iscri ences according to past experiences, to 
Se minate and evaluate differences, and to 
aie judgement in modifying be- 
lour and characteristics are restricted in 
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the mentally ill person by a repetitive tendency 
to react on the basis of past adaptations. The 
question ‘What do you think or feel about 
what 1 told you?’ forces the patient to evaluate 
and discriminate, and to classify his experi- 
ences and, in a sense, demands reasonable 
judgement and learning responses. It produces 
a push toward surrender of neurotic behaviour 
or disarranged thinking and behaviour for a 
flexible pattern of functioning or for establish- 
ment of an automatism which is less frustrat- 
ing, uneconomical and otherwise poorly 


adaptive. 
ure of the statement and the 


(6) The nati 
repetition creates a situation suitable for a con- 


ditioning and learning experience. The experi- 
mental work of Luria (1960) with infants and 
animals demonstrates the methods by which 
verbal regulation of behaviour can be estab- 
lished and the significance of developmental 

rocesses for such regulation. Concepts of 
conditioning, perception and the organization 
factor receive confirmation from Luria's work. 
Experiments on verbal regulation of be- 
haviour, learning, and conditioning experi- 
ments have many features which support the 
concept of the confrontation technique as a 
conditioning, learning experience. The con- 
frontation technique acts to influence both the 
perceptual aspects and the organizational 
factors so as to decrease the disorganization. 
The startling nature of the confrontation, its 
repetition and the repetition of * What do you 
think or feel about what I told you?' gains the 
attention of the patient and brings a shift of 
attention. This technique may therefore help 
fill the need for an approach which will bring 
about à correction of incorrect perceptions. 
There is à tendency for incorrect perceptions 
not to be corrected on the basis of new ex- 

eriences because, aS Imboden (1957) points 
t, the anxiety associated with the new 
experiences or a person's chronic state of 
anxiety, tends to create an avoidance reaction 
to any appropriate re-evaluation of the incor- 
rect perception. The repetitive confrontation 
virtually demands a correction of incorrect 
perceptions, at the same time offering a sup- 


ou 
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portive relationship which decreases anxiety 
and feeds back thereby to the capacity to cor- 
rect perceptions. The importance of perception 
and perceptual errors is attested to by the fre- 
quency with which the patient does not per- 
ceive what he has been told. Several sites for 
perceptual error are apparent: (a) a defective 
perceptual apparatus, (5) an error in transmis- 
sion of impulse, (c) at higher integrative levels, 
the assumptive set of the recipient may lead to 
failure to accept the stimulus in terms con- 
sonant with the object or the intent of the 
sender, (d) the message may be accepted cor- 
rectly, but the recipient may reinterpret its 
implications and direct them into secondary 
channels; there may bean improper expression 
or verbal reply. 

(7) The confrontation statement and the 
repetitive factor in the technique forms a wedge 
in breaking down the wall of rigidity formed to 
protect against the anxiety created by an 
abstract attitude. Conscious and volitional 
acts, generalization of concepts, thinking in 
terms of principles require the highest degree 
of abstract thinking. Blocking of the capacity 
for such abstract thought may be seen in 
schizophrenic syndromes. Scher (1957) dis- 
cusses the problem of perception in the 
schizophrenic patient and the significance of 
intrusions from without to the schizophrenic 
patient. By altering the accessibility to intru- 
sion, the patient maintains his defensive pat- 
tern. The initial task of the therapist, as he sees 
it, is to establish contact with the patient 
through the regularity and reliability of his 
intrusion. In the confrontation technique, such 
regularity and reliability may be established in 
a very specific and meaningful manner for the 
patient. A 

(8) Role-taking can be utilized to explain 
some of the therapeutic movement in the con- 
frontation technique. The patient is continu- 
ously confronted with the necessity of evalu- 
ating his unquestioned adherence to certain 
thoughts or actions which prevent the explor- 
ing of the possible roles of others so es 
solution to the problem might be pes d 
repetitive *What do you think or feel abo 
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what I told you?' requires an exploration of 
the role of the therapist. The patient is 1°- 
quired in a sense to explore the transference 
and to discover, through what constitutes 4 
corrective emotional experience, the parataxie 
distortions in the interpersonal relationship. 
Don Jackson (1961), in describing the inter" 
actional dynamics of a family -— 
focuses on the individual's perception of m 
self (how I see me), the perception of the ot n. 
(how I see you), and the perception of t 1 
other in relation to the self (how I see Y 
seeing me). The confrontation tolles 
enables one to explore constantly these o 
actional dynamics of the therapy pet. 
One might express the perceptions -——. 
are asking me to tell you what I think o a 
I behave, distort, magnify or minimize Mie 
I tell you about myself.’ ‘You are ps aA 

the role of a parent, teacher, guide, m i 

telling me in a way which isn't clear to i 22 
seems to imply that I should stop pet des” 
ving, stop distorting, give up wrong Aa a1 you 
“You expect me to accept the role I ie "i 
are assuming in our relationship, rejec ae 
evaluate it since you constantly ask 1 about 
question, “What do you think or feel $7. 
what I told you?’ The “how I see "pes seem 
me" might be further expressed as “yo lana" 
to see me as capable of finding the eis the 
tions of why I have become a patien inter" 
facts I have disclosed of my eo her to 
personal relations, and my relation 


»» a ene 


you”. 
(9) Confrontation statements ten "t h, 
fe 


courage the expansion of the riii 

reflective, reality testing and socially or oe 
thought processes and behavioural tendenc a 
the individual. They also make the p ur 
aware of the obligatory, insatiable, sd 
typed nature of his thoughts and Benar 
the desirability of an effort at explant 
They lead to the uncovering of that which H 
been preconscious or unconscious. It cre a 
positive and negative reactions related t° 
transference phenomena, a tendency to stimu 


late working through of conflictual areas, a” 
hastens the corrective emotional experience 
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An i 
Dea tow" of consciousness, accord- 
E ines 1), is dependent upon associa- 
E" e Ung: Juanito tendencies, 
encies (the "a tendency. * Determining ten- 
tent of the ask) arise from the specific con- 
State of con goal presentation and define the 
the meanin der aig so that it accords with 
Coonan ES the goal presentation.’ The 
A deferminin statement may be said to bring 
invites Wie tendency (task) to the situation, 
an awatene ation (another task) and creates 
tendencies s of the previous preservation 
- The tasks set forth are essentially 
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Probability and schizophrenia 


By J. S. B. LINDSAY* 


INTRODUCTION 


Th 
chiatry ea Somany theories current in psy- 
urther, Als it is perhaps rash to intrude 
however q arge number of such theories are 
aS such, Ie from the data of psychiatry 
tion existi s a sad reflexion that the competi- 
Or the RE. between the many proponents 
of any prines theories only indicates the lack 
n order iege of proved and durable worth. 
Petition it į © avoid such confusion and com- 
e tope, a worth while to consider 
Other fiel E of accepted principles from 
and acce : which have general applicability 
as applic ability. If the theory of probability 
Ness, an dM in physics, astronomy, busi- 
is itan a indeed in every aspect of the world, 
man ssumption that it can also be applied 
logical t as an individual? If the theory © 
is it an id pes deals with classes and members, 
Society? ssumption to apply it to man and his 
I > 
We n ply ing such theories to psychiatry, 
Ody onsider the individual, the mind, the 
heads E: what? Clearly we cannot just count 
Necessary, keep in a psychiatric context it is 
Psyche y to use some form of reference to the 
arly as To this end the individual, partic" 
Point ag his psyche, will be the starting 
Celina? edern (1953) referred to the ego 
at ri as an “enduring feeling and knowledge 
undi. ipi continuous and persistent. - - 
ave xS we feel that the processes within us. . 
ouo porsisrerit origin within us and that our 
idly psyche belong permanently to us’. 
Continu the qualities of being whole, or being 
inm e of being an entity that 15 living. 
ual thi and persistent, that the term indivi- 
M used. It is ‘I’ being ‘I’. 
lsa Physician in Charge, Department of Ps 
Bical Medicine, Auckland Hospital, Auckland, 


ew Zealand. 


are 


ycho- 


The theory of logical types implies that the 
mber of itself, nor can one 


class cannot be a me 
of the members be the class. Members of the 


various class may be the individuals and as 
such can be the subjects for application of 
probability theory. Two individuals may form 
one pair, a class of two with two members, 
neither of whom can be the pair separately. 
Furthermore the individual pairs may well be 
members of a class, and, as pairs and not 
separate individuals, be subject to probability 


theory. 


With two or more persons it is possible for 


interpersonal relationships to exist. Such can- 
not occur with one single individual. Relation- 
ships can themselves as à different class alto- 
gether be subjected to probability theory. 
Thusin effect probability theory can be applied 
to: (a) individuals, singly or collectively, (b) 
groups of individuals, either as a single entity 
or as a collection of two or more such entities, 
(c) relationships. 

The theory of logical types is involved in 
making the distinctions between (a), (b) and 
(c). Thus if we take two persons, A and B, we 
may have (a) two members of the class of 
individuals, (b) a pair, a member of the class of 
pairs, (c) a relationship existing between (A) 
and (B), and we do not have (d) a member of 
the class of triads, quartets, etc. 

If any such theoretical formulation is to be 
of value it should have predictive or unifying 
qualities. The theory to be put forward in this 
paper can predict the outcome for schizo- 

hrenia in terms of admission, re-admission, 
remission rates, etc. As this prediction is made 
idering any particular type of 


without cons! 
definitive treatment, the theory may have some 


lity. It has long been a problem 
od or bad results have been 
tly differing hospitals, with 
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Table 1 
Group size 
AMPLIA mto Nil choice, null class 
d ooo vem ecc — Singles 
2 12————--—--. Pairs 
3 
4 
5 
6 
7 
8 
9 1 


incredibly divergent methods, philosophy and 
theoretical aspirations. 

In this paper it is proposed to examine that 
part of the general outline above that is rele- 
vant to schizophrenia. Other parts will be 
dealt with elsewhere. The following will be 
discussed: (1) the probabilities in a group; (2) 
the probabilities in human Broups; (3) the 
“null class’ hypothesis; (4) the schizophrenic 
hypothesis; (5) predictions from theory. 


PROBABILITIES IN GROUPS 


The problem of the number in a group can 
be considered in an abstract manner, without 
specifying the nature of the items making up 
the group. We can then discuss the probabili- 
ties of subgrouping within a group of any size 
without considering the nature of the con- 
stituents. Thus with a group of two we can 
select either member, both or none. There are 
two chances that a Single will be chosen, and 
one chance each for nil or both. For the group 
of three (e.g. a, b, c) there are eight possi- 
bilities. There is one that the group will re- 
main as abc, three for pairs, (ab, bc, ca), three 
for singles (a, b, c) and one for nil choice or 
selection. 

Thus the initial condition is to consider the 
probabilities of regrouping or subgrouping 
within a group of any size, and of eave 
subject to a random process. The problem o 
probabilities within groups of any size can ey 
reduced numerically to Pascal's Triangle 
(Table 1). 


e 
Thus opposite the group size 3 we w— b 
numbers 1, 3, 3, 1, which fall in the ob E 
columns for nil choice, singles, pairs for 
threes. This is the same as described abore 
the group of three (a, b, c). As the sum 0 itis 
line is equal to two raised to that Lares E 
easy to calculate the actual probabili ben 
that they lie between 0 and 1. This has 
done in Table 2. ining 25 
Thus the probability of a three remai js i 
a three is relatively low (0-125). awe Sd 
keeping with the well-known idea of ‘t 
crowd’. ob- 
As the size of the group increases the Pss 
ability of the whole group ric i 
chosen, or randomly occurring Tap! uld be 
creases, until for a group eight it ens 
0-0039. It is also clear from Table 2 Mer 
probabilities for a three to occur are A vit 
with a group of five and six, for P uii sid 
groups of three and four, and for a 
groups of seven and eight and so for of fur- 
It is possible to consider the effects "mitia 
ther arbitrary conditions. If we allow ani tedi 
random choice so that a subgroup is E 
we can then decide to remove the rando d 
chosen group, or we can leave it. In either € 
a second selection can then be made. E 
If one choice is made and that rando 
choice removed (say 4 marbles from a grouP. 
of 7) we are then left with a new group ? 
three which will then constitute a group E 
that size with the inherent probabilities for th? 
size. y 
What happens if we allow a second choic® 


the 
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12, 4 of 6, and then 8 of 3, 


Table 2 
Group , Probabilities of 
Siz " : c ` 
s Nil Singles Pairs Threes Fours Fives 
Nil 1-00 "i 
J 0:50 0:50 = 2 = zi 
3 0:25 0:50 025 -— — = 
T 0:125 0:375 0:375 0:125 — — 
5 0:0625 0:25 0:375 0:25 0-0625 = 
6 003125 0:15625 0:3125 0:3125 0:15625 0:03125 
3 0-0156 0-09489 0:234375 0:3125 0234375 0-09489 
8 0:0078 0:0547 0-1641 0:2734 0:2745 0:1641 
9 0:0039 0:03125 0-1094 0:2148 02745 02184 
| 10 = 0-01762 007048 0-1641 0:2461 0:2461 
— E — = — 0-2461 
If again we start with 24, resolving into two 


o 
Eos subgrouping but do not remove the 
ei gh after the first? If we imagine a row 
Choice pawns on a chess board, the first 
number fo be indicated by moving a random 
a ra orward one square. A second choice 
ctum om number of pawns can next be 
end of zs one square from the position at the 
cessive z first move. After several such suc- 
e sca eee itis probable that the pawns pun 
board, ered without apparent pattern over the 


ong ernatively, it can be decided that when 
ally Subgrouping occurs the remainder natur- 
Constitutes a definite group of that size. 
will e up of eight with a probability of 0:2745 
ave orm a subgroup of four which will be- 
Sub, as a group of four and leave a remainder 
actua oup of four which will also behave as 2n 
we group of four. Each group of four then 
Cordi Second choice undergoes changes ac- 
Or ing to its inherent probabilities, 1° 0-25 
a three and one a remainder and 0:375 for 
T with a pair remainder. 
Tegr We assume that each of the two fours will 
"BrOup into two pairs, we will have four patr 
sibi - Four is enough to provide for all pos- 
Pair, chances for pairs. Thus with these four 
int TS the probabilities are that two will resolve 
O singles, one pair will remain, and one 
dax will not be chosen or will be in the ‘null 
S", 


definite subgroups of 
there are sufficient threes to provide for all 


possibilities. Thereis one null class (nil choice), 
one three, three singles (pairs remaining) and 
three pairs (singles remaining), i.e. six pairs 
and six singles. This process of repetitive sub- 
groupings with a progressive reduction to 
more and more groups of smaller size will lead 
to the ultimate resolution of larger groups into 
singles, pairs and nil choice. 

With larger groups a5 this process occurs it 
is necessary in some way to label or identify 
the subgroups. This is done in many different 
ways but the effect is to identify the group as a 
unit and to conceal the inherent number in the 
group, e.g. à team might mean anything from 
two to hundreds or even thousands. Such a 
group tend to be called after the label or 
identifying characteristics, and behave as an 
entity. 

Consider a group of twenty which, with a 
probability of 0-1765, will divide into a ten and 
a ten remainder. Each ten will then divide to 
fives with a probability of 0:2461. If, however, 
we consider the two tens as two items or units 
forming a pair the probability is 0:25 for nil 
choice, 0:50 for remaining as single items, and 
0:25 for remaining as a formed pair, i.e. recon- 
stituting the original twenty again. The prob- 
ability for this last (P = 0:25) exceeds that for 
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the ten splitting into fives (P — 0-2461). The 
probability for a coalition from three parties 
or subgroups is much less (P — 0-125), where- 
as the probability for a pair and remaining 
single (or vice versa) is 0-375. 


PROBABILITIES IN HUMAN GROUPS 


The foregoing is a consideration of the be- 
haviour of groups of anything and of any size. 
Possibly the only human tendency enters in 
with the need to label or identify large groups 
as separate entities. Turning from such an 
abstract consideration to its application to 
people there are many interesting. deduc- 
tions. 

The probability of the selection by random 
activity of a single from a group of any size is 
n|2". The human family group is an example 
of groups of various sizes and it is possible to 
argue that divorce usually represents a disrup- 
tion of this group into a single and a remainder 
group. If the human race were arranged in 
groups of ten, random selectivity would give 
probability of separation into a single and a 
remainder of 0-01 and, as the size of the 
groups decreased the probability of such a 
split would increase. In actual fact the size of 
the family in western culture has decreased in 
the last 50 years and the incidence of divorce 
has increased. As a hypothesis it can be sug- 
gested that the increased divorce rate is merely 
a function of the size of the groups in the com- 
munity. The figure given above (P — 0-01) is 
the current divorce rate in Australia (Year- 
book of the Commonwealth of Australia, 
1956) but takes no note of separations. 

Before proceeding further it is necessary to 
define what the various terms ‘pairs’, ‘singles’ 
and particularly ‘null class’ mean in terms of 
people. People can be considered as indivi- 
duals, singly or collectively, or as groups of 
people in a united entity and with an existence 
as such. One question immediately arises. 
How is the collection of individuals to be dis- 
tinguished from the united group. Conven- 
tionally such distinction is made pramati 
according to the use of the singular or plural. 
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The singular, often with a collective noun 
indicates the unit group, the group as p 
entity (e.g. ‘the team, union, group is go! 
to...’), whereas the plural implies the collec 
tion of individuals (e.g. ‘the team, -— 
group members are going to. . ."). In the "e 
the word ‘group’ is used to mean the a 
tion of individuals. With the other meaning 
descriptive. term (e.g. unit, entity, null 
etc.) is employed when confusion might a 
The term ‘single’ refers to the individua 
described in the introduction. E 
The term ‘pair’ refers to two indiv! 
but differs from two singles or two sep a 
individuals in that there is some quam 
interrelatedness. The single is character! e 
by the quality of independence, and two -— 
need show no relatedness. The pair “A o 
entity can be distinguished from the Ti is 
individuals (e.g. ‘the two-man delegat! E 
going to...’ and ‘A and B are going 16; "i 
and from two separate individuals (e-£ 
oing to...and Bis...’). n 
O What of the ‘mull class"? Such a Png 
must be clear from his quality of not es airs 
ing to the class of singles, the class O Le 
the class of three and so on. There c» n that 
arguments to be put forward to n eri 
the *null class? person concept 18 ed iction® 
the concept of the schizophrenic. Pre co witb 
made about the ‘null class’ person agr 
the recorded data for schizophrenia. 


duals 
arate 


THE ‘NULL-CLASS’ HYPOTHESIS 


i p 
If first of all we can imagine a universe ‘a 1 
sisting entirely of pairs (say married cone ivi 
the accidental introduction of a single ! vat 
dual into such a universe will have pee io 
results. For the pairs that make up this d 
verse, the odd single intruder will have no r 
existence in their terms of reference. He is 3 
one of them and belongs to no class in ie 
universe. He is a null class in that he is nO 


if 


air. " . the 
Comparably in the real world of singles 


null-class person is in the ‘null class’ pecauS® 


he is not a real single individual. He is not ? 


i 
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T 
Aes of the universe of singles. He is a 
Fed igal, 
contrapositive, 9 can reasonably inter the 
Re no enduring feeling nor know- 
beeing » ego is continuous or persistent 
Within hin € has no feeling that the processes 
im, nor that -have a persistent origin within 
manent] m his body or psyche belong per- 
(i.e, “null s him" is to be a non-individual 
Close to ifs ass’ person). This in fact is very 
man e; al * basic tenet put forward by Free- 
Phrenia is t 958) that the condition of schizo- 
etween 2 in which the normal continuum 
Bossly qi he ego and the outside world is 
€ ISturbed. 
Due dew members are evident by their 
individus not belonging to the class of real 
World f, al singles. They have forsaken the real 
reality $ an unreal world, the world of inner 
Objects DNE by internalized good and bad 
in the eir world has no existence in reality, 
f Piera of real singles, pairs, triads, etc. 
eles pee individual remains alone or 
individ ne can either retain his singularity OF 
“icuality, or become a * null-class? person 
c vie The single is thus faced with the 
as an j vi to be or not to be’. He can remain 
Mind? ndividual or colloquially ‘go out of his 


re e probability is greatest that such will 
(1956 Where there are many singles. Hare 
cient, a) has recorded the correlation coeffi- 
and S between various diagnostic categories 
enis proportion of single-person house- 
"5s 5. The overall figure for all categories was 
-Q. (P less than 0-01), for neurosis it was 
e 02, for senile dementia 0-06, for manic 
Pressive psychosis 0:33 and for schizo- 
en 0-63 (P less than 0-001). In a later 
Pur Hare (19565) observed that schizo- 
imp occurring in a family setting showed 
id random distribution throughout Bristol, 
8 those occurring out of the family setting 
i a high correlation with single-person 
Useholds. 
Itis perhaps wrong to uset 


to 


he word ‘choice’ 
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when referring to the alternatives that face the 
individual, except in terms of reference for 
that given individual. The ultimate outcome is 
determined by probability (0-5). The indivi- 
dual may wish to remain so, or may wish to 
forma pair, or triad or more. If this latter wish 
ected by other available singles or groups, 


is rej 
h the alternative either ‘to 


the single is left wit 
be (a single) or not to be’, ‘I wishing to be I’, 
or ‘I wishing to be non-I’ (Lindsay, 1954). 

The matter of who chooses is perhaps less 
important because both parties have contri- 
buted. One individual is rejected by, and re- 
jects the rest of the group and so becomes a 
single. The single may then become a ‘null- 
class’ person and be ‘put away’ by society. 
Artiss (1959) has discussed the rejection of and 
by the schizophrenic occurring in the armed 
services. The patient may want to be rejected, 
may demand to be rejected, and may manipu- 
Jate the situation to try and be rejected. 

‘An example of the hypothetical processes 
leading to the ‘null-class’ (schizophrenic) per- 
son examined in stages may clarify the issue. 
If we first take a group of five individuals (say 
father, mother and three children), there are 
certain , Ways in which this group can sub- 
group. These occur with certain probabilities. 
For the group to divide into a subgroup of 
four and a single individual the probability is 
0-15625, but this can happen in one or two 
ways. The single may form the definitive single 
and the subgroup a residuum or four, or the 
four may form the definitive subgroup leaving 
the single individual as an isolated entity. 

For any given individual within this group 
the probability of becoming this single is 
(0:15625/5) x 2 = 0:0625. It may be suggested 
that some of those who become singles may 
move away from the family group into the 
single-person-household area, into the ‘skid 


row". . 
If this si 
retain his 1 


ngle remains as such he can either 
ndividuality or surrender it to be- 
come à non-entity, a‘null-class’ individual, to 
become just another head to be counted at 
census taking, and not a member of society. 
The probability is 0-0625x0-5 = 0-03125, 
Med. Psych. 39 
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which is the figure for *null class? in a group of 
five (see Table 2). 

A comparison can be made of the ‘null 
class* with some of the views expressed about 
existentialism. Binswanger (cited by May et al. 
1958) describes modes of existence to which 
he has given descriptive terms, ‘ plural’, ‘dual’, 
‘singular’ and ‘anonymous’. Without follow- 
ing him into his argument here we may sug- 
gest a similarity between these terms and the 
class of three or more, the class of two, the 
class of one and the class of none, the ‘null 
class’ (anonymous mode). M. Bleuler (also 
cited by May et al. 1958) states that ‘the 
existentialist point of view has gained indepen- 
dent and considerable significance in regard to 
schizophrenia’. 

The class of none—the anonymous mode of 
existence—the ‘null class’—is considered to 
be co-dimensional with schizophrenia. In this 
class of none it can be predicted that the 
ordinary concepts of temporality disappear, 
that the world may have more or less dimen- 
sions than the real three-dimensional world, 
that the formal relationships of cause and 
effect become unimportant and that the 
normal modes of interpersonal relationship 
and communication are no more real than the 
abnormal modes. 

It is suggested therefore that the schizo- 
phrenic in his or her movement away from the 
real world can be considered to be a ‘null- 
class’ person. They become a class of the un- 
classified, unclassifiable in reality, a class not 
in the outer real world, but a class of unreality 
and in unreality. As such in this class of none, 
there is no choice but to remain so (P = 1-0). 


'THE SCHIZOPHRENIC HYPOTHESIS 


When such ‘null-class’ individuals are as- 
sembled together in a hospital or other collec 
tion, out of touch with others who have any 
reality contact or reality values, they will con- 
tinue to remain in the same class with a prob- 
ability of 1-0. What is the situation when id 
are confronted with people with potential re 
relationships, the staff? 
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We can view the probable fate of the *null- 
class’ person, the psychotic who is chosen or 
chooses voluntarily to enter the mental hosp 
tal, as follows. Within this situation he oF 
is accepted by the staff as a single again W! d 
the alternative of either remaining so or P". 
ing to the not-chosen or null class har. 
(P = 0:5). Sixty-four ‘null-class’ persons al 
admitted should produce 32 singles and 32n 
class. 

We can view the 32 singles as one go 
then splitting to a 16 and 16 remainder, a 
eights, 8 fours and 16 pairs. Or we can ae, 
that each of the 32 in their singularity oil 
chooses to enter a pair relationship, airs 
which 50% survive as singles, 25% as Pi 
and 25% return to ‘null class’. In each A 
pairs will produce 16 singles, 4 brio 
pairs (where eight revert to * null class n " 
pairs. From these last 4 pairs, 4 more eeu 
dual singles emerge, 1 pair and 1 more pably 
class’ pair. The remaining pair will pro 
split into 2 singles. i the 
P This means pm 64 schizophrenics PY ace 
operation of random probabilities T theif 
20-22 individuals who have ers othef 
individuality after being paired wi his 5 
individuals, in some real relationship. singles 
about 35%. If the last pair does ae nie pai 
the percentage is 31:25 76. If the Jas n ^ 
do not split the percentage is 25%- ee! of 
noted that these figures are about the 
the spontaneous remission rate. - 

In this first instance the admi -— 
phrenic is allowed to follow his own } me 
tions whether to accept the staff accept " 
reject it. The chances are fifty-fifty. If a the 
other hand a determined effort is made © tient 
part of the staff to accept the admitted pa gt 
as an individual, to accept him and his d 
tempts to reject the proferred recognition ie 
his individuality, a much better recovery A 
can be expected. In actual fact if all are ^". 
cepted and initially accept their now red 
nized individuality, the remission rate will 
twice the spontaneous rate (62:5-70 %). P 

To give a more detailed example we m 
imagine eight patients being admitted tO 


tted schizo" 
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me 5 
lis pM (P1, P2, P5, ..., P5). Half will 
tionshi a a and accept a real existence in rela- 
Nì). Four dee of the staff (N1, N°, N’, 
M NP», P will result as follows NP’, 
Bue pes will remain as a pair and the con- 
World E of this patient in the real 
and Plas a epend on the co-existence of N* 
into two gr Pair. Two other pairs will separate 
elective ns of two individuals: one by the 
80 that N? vom of P? to become an individual 
the elective. so follows suit, and the other by 
Comes an j action: of N? so that P? also be- 

The n individual. 
may UN pair enters the ‘null class’. Both 
One of he: as such. It can be argued that if 
only bie pair enters the ‘null class’ there 
Pairs a in one individual. In the universe of 
menon I individual isa‘ null-class’ pheno- 

; e that if one member, P* of the pair 
in ividual s the ‘null class’ in terms of the two 
ith ont $ comprising that pair, we are left 

EA, ie: Snswndividual, NÀ. In a world of 

Thus fre NPS, ..., NP*, N' is ‘null class". 

ere Aes this cohort of eight admissions 
ailures (6259 sure recoveries (25%) five 

ains in 595), and one admission still re- 

accepted os unresolved pair. If all eight are 

ailures a here are four sure recoveries, tWO 

a ility E nd two in unresolved pairs. By prob- 

uals p ne of these pairs will give the indivi- 

failures hes N so that recoveries are 62:596 
t is /o and one unresolved pair. 

E oe desirable to generalize from 
Brou mples given in the text above. fa 
hum of size 2” is considered, the minimum 

er in the ‘null class’ is the sum of 


Qn-24 2-4 21-5. 
the 
number of singles is the sum of 
2214 22-94 2754 


ET 

ES the sum of these two series is 2"—2, 1-6- 

this pair remains as such or two singles. From 

m the minimum percentage of ‘null-class 

Mb, can be calculated; for 21itis 25% 

th rises to 32:95 % for 219. These patients are 
Ose who in terms of this hypothesis move 
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into the ‘null class’ and remain there. They 
are incurable. Norris (1959) states that about 
one third of schizophrenics are unlikely to re- 
cover enough to leave hospital and cites a 
figure of 33:5% (+4) from 2250 patients. The 
figure predicted for 2048 (2) in terms of this 
hypothesis is 33-31%. Bockoven (1958) cites 
similar figures. The figure for spontaneous re- 
ns is of a similar order, but can be 
maximum value which is 
ble ‘null-class’ figure as 


missio 
increased to 8 
determined by incura 
calculated above. 


PREDICTIONS FROM THEORY 


The hypothesis advanced above predicts 
certain figures for spontaneous remissions, all 
remissions and failures. The figure predicted 
for full remission rates is reached by many 
treatment series and is illustrated by a dia- 

am in a paper by Blair & Brady (1958, 
p. 662. Here E.C-T- insulin and tranquillizers 

tial remission rate of amount 65- 


all give an ini rate of 2 
70% and *routine hospitalization" about 


33%. The diagram is supported by many 
tables cited from many workers with each type 
of therapy- 

The results of the era of moral treatment 


have been treated with some suspicion, and 
the high percentage of remissions discounted. 
netion of the hospital 


Nevertheless if the fu 
can be measured by the number returned to 


the community, the figures themselves are 
ollect and compare. Bockoven (1958) 
ineteenth-century follow-up of 1173 
years after their discharge. 
r cent could not be followed. Of 
d 6496 were mentally well or had 
nd 36% were mentally ill 
ill. Relapses were less 
and 57% of those followed were 
discharged and never relapsed. 

These figures are supported by other 
statistics of the same era. Between 1847 and 
1866, 720 of 1104 admissions recovered or 
improved at the Butler Hospital. Another 
study reports 5409 recovered and improved 
out of 8204 admissions between 1833 and 1855 


Sixteen Pe 
those trace 


ro-2 | 
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at the Worcester State Hospital. Both are 
approximately 66%. 

Bleuler (1950) gives 6095 of 515 schizo- 
phrenics admitted to the Burghoelzli Hospital 
between 1898-1905 as capable of earning a 
living, 22% with severe deterioration and 
1875 with medium deterioration. Freyhan 
(1958) reviews 1488 schizophrenic patients 
from 1900 to 1950 and notes the distressing 
fact of total failure in about one third of all 
patients. 
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redischarged again and so on. In terms of the 
proposed hypothesis these are easily calculate 
and will be given as (percentage) rates per B 
admissions. 1009/ are admitted, 33 % rema 
66% discharged, and of these 22% are 1€ 
admitted. OF these 22%, 7-3% remain in 
hospital and 14-39, are discharged aga! 
while 4-8% are readmitted for a third timo 
and so on, 

The hypothesis states that in the long 
42% will remain in hospital and 58% 


run 
will 


Table 3. Predictions from hypothesis Sor schizophrenia (%) 


(1) ‘Spontaneous remission’ discharge rate 
(2) ‘Treated remission’ discharge rate 


(3) First admission, never discharged (minimum) 


(4) Item 3 (maximum, i.e. 100% less item 1) 
(5) All admissions, never discharged 
(6) All discharges, never readmitted 
(7) Single admission 
(8) Multiple admissions 
(9) Two admissions 
(10) Three or more admissions 
(11) Admissions per person 
(12) Total discharges 


Prediction Norris Others 
33 ms 33* 
66 62 66* 
33 33 = 
66 66 661 
42 4443 a 
58 62(5 years) | — 
78 71:5 = 
22 22:5 a 
17 15-8 M. 

5 6:7 7S 
1:28 1:3 E 
84 70-90 "7S 


* Blair and Brady's figures, cited in text. 
T Figures from Hunt et al., cited by Bellak. 


The recoveries or remissions form part of 
the remaining 66 %. They leave hospital where 
they have found and accepted their individu- 
ality to return to the community where they 
must be again accepted. It is suggested that 
the same argument applies again. Some are 
accepted, but some revert again to the ‘null 
class’ and as a result are readmitted to the 
mental hospital. From this theory it would be 
predicted that the readmission rate would be 
at least 33% for any large series. Norris 
(1959) states: ‘Of those patients who recover 
enough to leave the mental hospital over one 
third will be readmitted at least once again 
within the ensuing four years." 

Furthermore we can imagine that some of 
these readmissions will be redischarged, some 
of these again subsequently readmitted so to be 


ives 

remain outside hospital. Norris (1959) give a 
figure of 44+3% for all admissions oe five 
admissions still remaining at the end Penis 
years. Bockoven cites 57% of 1173 pa 
as discharged and never relapsed. — "m 

The figures for admissions per patie’ 1959) 
cording to hypothesis is 1-28. Norris ( 1 
gives 1-3 and quotes Fuller who also arrive 
1 im percentage of single admissions I€ 
ing in permanent remission or permana 
hospital care by hypothesis is 78%. ws 
gives 77 % for men and 78% for women. 1 
percentage with multiple admissions is 22 = 

By hypothesis the multiple admissions 4% 
distributed as follows: two or more admis- 
sions, 22%; three or more admissions, 576: 
four or more admissions, 195. Thus secon 


sult- 
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admissi 
5%), x predicted to be 17% Q295— 
diction HP dise 16% and 15:675. The pre- 
orris (1959 Tee or more admissions is 595. 
Multiple A 7-196 and 6:375. 
discharges a missions will result in multiple 
is predicted he maximum total discharge rate 
ee be 84%. Norris (1959) cites 
With me tque 80% for women ‘discharged 
tional figures f, onse together with addi- 
consent” whi E: discharged without medical 
Over 909; T 1 brings the total separations to 
actual remis he predicted figure of 84% is for 
Well outside "mer. persons who will remain 
and be re. dint e hospital or who will relapse 
ior. mitted. 
Population y it has been suggested that if the 
Singles vere all arranged in groups of ten, 
‘Ol (approxi emerge ‘with a probability of 
to the curre imately). This would correspond 
is figure d divorce rate (see above). From 
© incidenc ten a prediction is possible for 
Phrenic) were of the null-class person (schizo- 
ed form ich will be given in a more general- 
CM PN 
oup poikia population, with a mean 
Out this in ten and distributed normally 
ne the nu ean, is examined, we can deter- 
Soom umber of null-class persons prob- 
Population, Ir in each group size within that 
TOUP size In a normal distribution each 
Proximate| will occur with a frequency 2P- 
e "A y that of the binomial coefficients. 
Broups i of these will give the number of 
Will be ih. the population and ten times this 
2519 he population under consideration, i. 
Sach or, The sum of null-class individuals for 
3329 ee size in this given population is 
Per 10 his corresponds to an incidence of 31° 
100,000. 
iniqui (1959) gives various fi 
Broup ce of schizophrenia accori 
at ad marital status, etc. The differences 
&roup m may well be explicable in terms of 
establishin, At the time when the individual is 
Parental a himself away from his earlier 
© that ome, in early adult life, it may wel 
inr the groups within which he identifies 
are smaller and so the probability of 


th 


gr 


mi 


gures for the 
ding to age 
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-class higher. There is a peak 
nia between 20 and 35 
maximum of 37-3 per 


being in the null 
incidence of schizophre 
years from 24-7 up to à 
100,000. Likewise single persons are more 
likely to belong to smaller groups than mar- 
ried. The figures for schizophrenia are 48:5 
and 43:3 (male and female) for single, and for 
married 6-4 and 12-4 per 100,000. 

The proportion of smaller-size and single- 
person households is higher in urban areas, 
highest in fact where the incidence of schizo- 


phrenia is highest (Hare, 1956a, b). The dif- 


ferences between rura 
incidence might well be accounted for by the 
difference in mean group size. Likewise the 
difference for non-native-born populations 
may be the result of a difference in mean group 


size. The rate for divorced persons is, as one 
might expect in terms of this hypothesis, near 


that for single persons. 


DISCUSSION 
ity model that has been set up 
od agreement with record- 
ed data from many sources. It also readily 


further hypotheses which will be dis- 
blem of acceptance, 


The probabil 
ives reasonably go 


g the schizop' 
individual, is important in 
argument and this warran 

Jt has long been known and widely recog- 
nized that schizophrenic patients do improve 
with increased attention and relapse when such 
. Such increased attention may be 
f disguises, aS physical 
social and 


acceptin 


rogrammes. 
The prescribin. go 
the patient to accep! 


f tranquillizers may enable 
t the here and now situa- 


tion with tranquillity, to accept and be ac- 
cepted, and avoid rejecting and being rejected 
with the return to the null class. A tranquil 

sychotic is easier to accept, perhaps too easy 
at times. 

The repeated thrusting of the patient into 
unconsciousness with insulin coma may mean 
little more than that he has to return to the 
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here and now daily and improves as he accepts 
and is accepted by the present reality. Many 
have stressed the importance of nursing atten- 
tion in the emerging phase and group activity 
for the rest of the day helps in the acceptance 
and holding on to the real here and now 
situation. 

E.C.T. may act in schizophrenia in the same 
way by returning the patient to unconscious- 
ness, and allowing him to emerge. He is often 
more readily accepted when receiving treat- 
ment. Nurses and doctors are keen to observe 
signs of improvement, whereas diagnostically 
they may have been concentrating on the 
patient's null-class characteristics, and forget- 
ting his potential individual qualities still re- 
maining. * With treatment' the individual, ac- 
cepting and acceptable, emerges. 

Itis perhaps the accepting and being accept- 
able that is the treatment. Such mutual accep- 
tance as individuals implies more than words, 
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for it involves a great variety of interpersonal 
situations of an everyday nature. The remis- 
sion rates achieved in the moral treatment eras 
without the benefit of modern ‘treatment’, 
and the results of modern treatment suggest ? 
common pattern. It is the argument put e 
ward here that the same interpersonal rea 
tions are occurring but the modern Russ 
has confused the issue by making the n 
nique, procedure, or preferred pill the focus is 
attention and not the patient. The net gain 
the same—two thirds better and one thit 
failures, 


SUMMARY the 

The concept of ‘null class’, derived wi the 
theory of logical types, has been equated abili 
concept of Schizophrenia. By applying proba hic 
theory many predictions have been made W en 
agree with recorded data. The degree en e 
Suggests that it is reasonable to consider SC 
phrenia as a null-class phenomenon. 
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STATISTICAL APPENDIX 


If the 
equivalent to sean as previously described is 
sible to Pe oW ls then it should be pos- 
groups of vm the frequency of schizophrenia in 
venient sam Tene sizes. Sibships provide a con- 
e followin of groups of various sizes, and in 
rom vations some data for sibships, collected 
"ypotheticat kontati , will be compared with 
Tee CE ations. 
sample ii sia has argued that for a small 
Ship of n į chances of meeting a member of a sib- 
Ship of me times the chances of meeting a sib- 
Number of ca Accordingly Gregory divides the 
Y the ‘liber appearing in each size of sibship 
de Weighted z in that size (1, 2, 3, ...). This gives 
"Sip qm requency of schizophrenia in each 
, Can fi 
3 been. be argued that when a case of 
istinguish b arises in a sibship it is important to 
One of the etween the frequency with which any 
Case and the oe of the sibship might be the 
ember mi m ie with which a certain given 
* latter, ght be the case. The former is n times 
rom : 
the null E previously stated hypothesis about 
ss and schizophrenia it is suggest® 


Sib Table 4 
shi 
m Totalled weighted 
frequencies nx/2"* 
2 98-00 100 
3 90-00 100 
4 74:33 75 
5 48-50 50 
6 32-80 31:25 
7 23-83 19:72 
8 11-43 10:94 
9 11-87 625 
10 6:33 3:65 
T 4-80 1-95 
12 2:00 1:07 
1:25 0:58 
405 400 
. Total number of cases 1347. Down to and 
he cases) the 


Inclugi " 
ond sibships of seven (81 % of t 
0. ness of fit is obvious (P between 


95). 


0-9 and 


that the frequency with which a certain given 
individual develops schizophrenia within sib- 
ships (= groups) of various sizes is given by X, 
x/2, x/4, x/8, +++ (see column 1, Table 2). The fre- 
quency with which any one of the 7 members of 
each sibship size develops schizophrenia is given 
by x, 2x/2, 3x/4, 4x/8, .... These frequencies 
should correspond to the weighted frequencies 
found in each sibship size. 

Finally, in any actual sample taken froma large 

opulation (where there are 7 times as many 
members of sibships of size n as there are of size 
one) the unweighted frequencies will be x, 4x/2, 
9x/4, 16x/8, 25x/16, 36x32, -= These three dif- 
ferent frequencies can be summarized as x[27, 


nx[2, and r?x/2^7- 
Suitable data for si 


been totalled from four soi 
Gregory, 1959; Malzberg (cited by Gregory); 


Wahl, 1954.) The data given by Wahl is not as 
detailed as the other three, but a reconstruction has 
been made following the pattern of Alanen. Com- 

arison between actual and predicted values for 
the weighted fre Table 4 and 
for the unweigh 


bships in schizophrenia has 
urces (Alanen, 1958; 


quencies are given in 
ted frequencies in Fig. 1. 


Y 
3 


= 
[n] 
Iz 


w 
© 


ro A aoe EINE 
Size of sibship 


f the data for unweighted frequen- 
of schizophrenia arranged ac- 
nd plotted against the 
data derived from n?x/2"-1, where n 
is the size of sibship and x = 101-25. This value of 
x gives à of 1347 cases for the hypothetical 

{usive population in all the 


2 s, The total inc! 
+. 6260. ——> Actual; --—, predicted. 


Number of cases of schizophrenia 
E 


Fig. 1- Graph 0 


cies of 1347 cases 
ibship size a 
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SUMMARY 


A prediction, based on the null-class hypo- 


pared with data for actual schizophrenic sibships. 
thesis for schizophrenia, has been made and com- 


The results are consistent with hypothesis. 
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nces 


By ENRIQUE GUARNER* 


Hu 
man bei 
ein ivi 
85, living together in a specific 


Place, ar : 

"a edil enn by common images of good 
Met int ae pit subject to historical 
“Unite Bi ein patterns that assume a 

ane word * n in each and every person. 

Sciety to b rebellion? isar applied b 

Venti chavion pplied by 

‘onal stand r that departs from con- 
ore Will be rie ards. Our first problem there- 

Tom est ormulate a definition of ‘devia- 

re, 2 Sim "oo em rules’. 

Ebel ig 7E ien means of labelling a person à 

i Ose Gat 1 statistics—defining him as one 

cap Be. When 4 is very different from the 

lon.” Be can d a technician examines sugar- 
tio. B and Which f cribe which is exceptionally 
st A to the ay is exceptionally short, in rela- 
Ate that wh erage. In the same way, We can 
°Viation ^ t is different from the average is 
tended and een from this point of view left- 
9ns when red-haired people would be devia- 
tha haired compared to right-handed and 
refore. e da e The statistical approach, 
less sim ie simplistic and even trivial. 
jommon iA e criteria, even though a more 
vs eur devi $38 to call all pathological be- 
ith the ates but for this we are faced 
ards s stacle of finding a well-defined 

“haviour ystem, through which a typical 

Ome can be evaluated. 

ad d ee and psychologists have 

shat take m patterns based on the processes 

“duce its " "ey within society which tend to 

: s of tn ility, diminishing its probabili- 

and identif ival. They classify the processes; 

" tegration. mon as symptoms of social dis- 
"hen using TA problem we are faced with 

Biven Pee his system is that the goal ofa 

Broup ij piana often be political, and the 
e Obtai ot then guided by the advantage to 

ined for the organization. We can 


* Paseo de la Reforma, Mexico City. 


r, that the rebel is the person 


affirm, howeve 
ternally or externally, 


who does not obey, in 
the rules proposed by a given group. 

During the last twenty years—and this may 
be due to the influence of literature and philo- 
sophy—the need for rebellion against the 
rules established by the social context has 


been emphasized. Jean-Paul Sartre in his book 
: ‘Since God does 


Existentialism states that 
he is condemned to 


not exist to care for man, 
his abandon and despair, 


liberty, and man, in 
is faced with the terrible responsibility of 


making something of himself and of Society.’ 

In the Preface to Jean Genet's recently pub- 
lished Notre Dame des Fleurs, where all sorts 
of triangular and quadrangular homosexual 
experiences are described, Sartre declares that, 
in spite of Christian doctrine, man was born 
with a capacity for evil. Human beings have 


tried to avoid facing this fact, pretending that 
not within themselves, 


ide and 
ewhere in the Introduc- 


trying not to live it. Els 
tion, the leader of French existentialism de- 
Genet is a Saint and that the 


ess to try to embrace, 
all the authors who have 
ion of the type of 
ry to describe in this work; but 
uld remember the names of H. Hesse in 
Steppen Wolf, Camus in L'Etranger and Bar- 
busse in his novel L' Enfer, for they have help- 
ed to originate the kind of rebellion and in- 
conformity that gave rise to the search for 
esoteric experiences through artificial means, 
so as to hide the unhappiness caused by the 
actual anguish of man. 

In 1929 when he published Civilization and 
its Discontents, Freud already wrote about 
jntoxication by means of chemical substances, 
saying that these were the most effective way 


jn modern literature, 
i d to the creat 
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of obtaining pleasant sensations; he compared 
the state resulting from their ingestion to 
mania. 

In some primitive societies, hallucinatory 
drugs have been known for thousands of 
years, and had been used for divination, the 
treatment of all sorts of diseases, the com- 
munication of all kinds of supernatural 
powers, or in order to maintain the social unit. 

In the Western Hemisphere, the ingestion of 
hallucinatory plants in Pre-Columbian times 
was limited; it was used from the south- 
western zone of the United States to the 
Amazon Basin. Among the Aztecs, there were 
professional soothsayers who obtained their 
inspiration from peyote and hallucinatory 
mushrooms. These were said to be distributed 
during Moctezuma's coronation ceremony to 
to give it a more spectacular aspect. 

Hallucinatory drugs began to attract aca- 
demic interest during the last decade of the 
nineteenth century. Havelock Ellis and Weir 
Mitchel wrote articles on the subjective effects 
of peyote. These essays stimulated the interest 
of pharmacologists, who isolated the active 
principle—mescaline—in 1896. 

The rest of the story was the research car- 
ried out by the Wassons, and the publication 
of The Door of Perception by Aldous Huxley. 

Hallucinatory drugs have been the object of 
a heated debate in medical and psychological 
circles, culminating in the recent controversy 
that took place at Harvard University, first 
among researchers because of methodological 
reasons, and then in relation to the mental 
health of the students subjected to these 
experiments. Psychologists Leary and Alpert 
carried out what they called their * naturalistic* 
research in their private apartments, and tried 
to find out the effect of psilocibine on crea- 
tivity, perception and memory, as well as on 
Coenaesthesic sensations. Both researchers 
took the hallucinatory drugs at the same time 
as the experimental subjects, and stopped 
teaching their classes; this accounted for their 
expulsion from the university. , 

On the other hand, there are constructive 
uses for these drugs. In spite of the obvious 
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, 
differences between the *model payee 
provoked by these substances and the natu 
psychoses, there seem to be more than nie 
Similarities to justify an intensive researc 
that direction. : 

Besides, there undoubtedly exists à er 
mentation within the ego of the person t@ i 
the drug; and the symbolism present 19 j 
hallucinations can be interpreted accordi. b 
the subject’s psychodynamics, as I B 
ready shown in a previous work. The ma 
I am going to present here is taken e o 
case-study of a 30-year-old patient C im | 
Sandra. It will be used to point Gut so d | 
portant aspects of the experience with 


CLINICAL ILLUSTRATION .gh 
We are dealing with a Jewish e i at 
only daughter; of medium height, rath in 
tractive, red-haired, who usually de Jace 
strange, exhibitionistic way that is out © 1 put 
most of the time. She has been emt hef 
sterile for the past ten years. She "— un 
treatment because she was in a comp d fact 
productive period of life, in spite of ory sie 
that in previous years she had been a “arded 
cessful painter, and had even been po ited 
some prizes in exhibitions in the 
States. 


n het 


woe it 
The patient is sexually frigid e they 
husband, except on occasions Me reach? 


smoke marijuana together. She el 
her greatest sexual fulfilment in pio e. 
coloured people; she states that th ing € ‘ect 
of the skins has an unusually exciti p ghé 
upon her. What really happens 1$ d world 
needs devaluated objects in her intern 
nd to a man. jc 
g EER has a certain psychody t, 
interest. Her father is a man who wo e 
the government and has kept a bureau e 
osition all his life, even though as à i: t 
man he wanted to be a singer, and eve a 
tended a music school at the same time in£ 
well-known baritone. He is wary of show” 
his affection and is nearly always distant. 2 
behaviour is characteristic of an obsess | 


personality. 
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The ` 
D a as a saint; she is 
but she is also i to her home and to Sandra, 
Who created a extremely possessive woman 
daughter in o due symbiosis with her 
communicati ides to: compensate the lack of 
Sandra h ion with her husband. 
Severa] ah pae away from her parents for 
When she is ; ut she never writes to them; 
rents a hotel ro the city where they live, she 
Could practi room far from her home, and we 
y nid ally say that she avoids them. 
Who at one Us husband is an intelligent man 
Some difficuttion: underwent therapy due to 
of impotence, s in his work and a certain fear 
lid or E emphasize here the system of be- 
Teact AE patient, which have led her to 
Classifie. st her family background, that she 
Sandr as mediocre. 
She E SECS herself as an artist, and believes 
Other ig that place her apart from 
Cannot nu Her talent is something that 
attitude e acquired through education. This 
crei her the idea that she is different 
Creative d than other people, especially in her 
ince ctivity. ` 
Oes he T feels so intensely different, Sandra 
behavi cel obliged to follow the conyention- 
inded prs of those she considers narrow" 
OW to b herefore a therapist cannot tell her 
4S if one chave. The explanations are vivid, 
the Hic ces to convert her into à member of 
alent T group. These people lack the 
ake h e thinks she had, and would therefore 
he er paint in a non-creative way- — . 
LTD eei presents an intensive masculine 
interpre which has rendered her sterile. Any 
eae is tantamount to rejection, an 
ecund her afraid of being symbolically 
Bether ated, and of creating something t0- 
Diae with someone else. Pregnancy, for her, 
regn ething conventional. All women can get 
ant, and this evidently must be control- 


ed Su. M 
- However, we know that this rejection is 


al 

= all an attack against her mother, who 
E Tates her and makes too many strict 

exi ands upon her. At the same time, there 
ists a fear of becoming her mother as well as 
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of being a mother. Consequently, she avoids 
maternity and acts in à childish way. 

Now I am going to discuss in detail the 
mescaline experience that Sandra carried out. 
From it we shall be able to extract some 
general ideas on the impulses that guide 

atients to search within themselves. 

The story that I will now present was told 
me during the session, and the experience was 
carried out by the patient without therapeutic 


incitement. 

Let us hear her: 

Everything had been planned beforehand. 
I took the pill at 9 a.m. It was a very large capsule, 
and there existed the natural fear that precedes 


any new experi jence. 


We went to a small church in San Angel 


(Mexico), and my escort showed me a monument 
erected in memory of a batallion of Catholic 
Irishmen who fought against the United States in 
the war of 1847. 

The effects came about slowly. We went to a 
forest near the city. I saw fabulous pine trees, but 


I still felt no reaction. I began to hear the noise of 


the wind. I kept thinking that I still did not feel 
different, that these were things that I had experi- 


enced all my life. 
aw a woman making *empana- 
)Ithoughtshe belonged to the 
forest, that she was the mother earth, I also felt the 
rays of the sun breaking against my skin. We were 


standing on the 
Some people greeted us, 
feeling of friendship I was experiencing was due to 
the drug. Actually, they Were acquaintances of my 


escort. 
After à 
I thought to myself 
already starting, an 
avoid it. I sat jn the car 
d to stand, but 


few minutes, I said I felt nauseous. 
that the effect of the drug was 
d that I could do nothing to 
because I could not stand 
up. I trie I had to lean against my 
companion. He took my hand and led me for a 
few steps. He said he saw that I could walk. I felt 
within me: ‘Oh, it is possible that I may learn to 


walk.’ 
There was à pine wood before me, and, all of a 


sudden, I perceived a very subtle change. A super- 
imposition of images that moved from one side to 
came about. I knew that I was seeing 
it had been a thousand years ago. It 


f the world, the beginning of 
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time: I thought that I saw the objects at the birth 
of the world. Suddenly, I looked away. I did not 
want to go on seeing things as they had been 
thousands of years ago. 

A few minutes later I felt the earth move. I had 
the sensation that, through my toes, I could feel 
the planet move on its axis. 

We walked a few steps, and I noticed some 
plants with thick stems. I looked at them, and 
thought I saw Christ, but his face was that of a 
Japanese, and his eyes were slanted. He was very 
old; he was bent with years and had a long beard. 

Then I touched a tree, and the bark became a 
great landscape. The holes were caves, I wanted to 
run, and I climbed a hill near the side of the road. 
I went to the very top and felt that every step was 
three miles long. When I arrived at the highest 
point, I thought it was the happiest moment of 
my life. With each step I took, I saw the grass sink 
and spring up again. I felt gigantic, very tall and 
looking out at the world as if it were very small. 
I felt completely alive. I smiled all the time, and 
irradiated joy. The earth was clean and beautiful. 
The wind struck my body. That was probably the 
best moment of the day. 

I wanted to be alone. We walked down from the 
hill, and something very strange happened. 
I looked at my companion and he was no longer 
himself. He had my face. This caused me some 
anguish. We went on walking and, little by little, 
his face took on its own traits. I said nothing be- 
cause I felt that words were very slow. He did not 
speak either. I felt that he became like me, acquir- 
ed my face, because I loved him. Afterwards 
I thought that we are all men and women, male 
and female. 

We went back by car and we passed through a 
park. I imagine now that it was the centre of the 
village. There were street pedlars and some music 
that came from the carrousel, Then I noticed the 
taxis on the road. I liked their colours: red and 
yellow. I told my friend to follow the red one and 
then the yellow one. They were all shiny. 

We went through a few small villages, but I was 
not sure we were in Mexico. We were going very 
fast. As we were going by, I saw people and 
thought to myself that they would have sexual 
relations, that they talked and ate, that sometimes 
they even loved. 

1 felt that in all these villages lived people that 
I would never see. That their problems would 
never be solved. 
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At that moment I remembered my husband, for 
the first and only time. I thought that I could live 
without him, and that I was related to everybody 
and everybody was related to me. My life was n 
longer important to me alone. im 

Problems would stop being serious; the most xij 
portant thing was to live each moment as i 
as possible. It was a feeling different from allI a 
felt before in my life. My companion er 
because I kept asking if we were still in M 1o 

We arrived in San Angel at 3 p.m. We wen " 
my friend's house. I noticed a horrible gud 
that separated the house from the street. I hei 
not stand it, and I only wanted to look at m 
leaves in the garden. He put on a record of bet. 
Landowska. The music started; it was Ba ry 
Italian Concerto. The sound was extraordin 
I don’t know much about music, but, for w in 
time, I understood Bach because he was m ; 
only one thing: that harmony exists in e no! 
The clavichord’s tone went up, but it wa 
discordant. ot 

A fly settled on my face; I generally E 
Stand insects, but I accepted it that time. It cam 
not touch it because it was related to me. longed 
near my mouth, and I felt that it knew it be elate" 
to me, and that it wanted to kiss me. I was T 
to everything: to the flies, the rocks, the We 

However, the man-made things com an 
looking horrible. I disliked the stone wal 
avoided seeing it, det 

My heart alee with Bach, and Lople i? 
stood the vegetarians, the yogas, and the am com 
the religious orders. I understood 2 ell rang: 
panion never ate meat. Suddenly, the nt up 
I said I didn't want to see anybody. I et they 
the bathroom. Some people came in, 4 
changed the record. a 

T [m bathroom I found a razor ang aE wer 
shave my legs. I took all my clothes p dd the 
too tight. I also took off my lipstick. D ont the 
water tap because I did not want to i 

ing downstairs. I looked for O 
people talking b 1f, without 4" 
urify myself. I wanted to be myself, nd was 
ARPA touch. The only lubricant I fou ut my 
baby oil. I anointed myself with it and p 


on top. -* 
ded barefoot and felt very clean. Then, E: 
le left. I went down and asked again 5 
Lait Landowska's record. I saw the position Š 
bm ue had changed, because its reflexion on t” 
leaves was different. 


n t? 


Pep 5 , 
sychodynamic aspects of drug experiences 


It w. i 
jim prins dark, and I covered myself with a 
While | es elt my body fresh. I remembered that 
tha of as putting on the oil, I was thinking ofa 
AES religious ceremony. 
o" 2 n 
asked vies at night I had sexual relations. 
fece ruit that was liquid inside. That was 
E uL ood I took during 24 hours. 
aller a Eri I felt tired but not exhausted, 
though i ee experience. I was calm as 
Part of steel een exposed to the more beautiful 


DISCUSSION 


poles "y from the material presented, 
Patient’se ex all underline the fact that the 
e characte DECOMES fragmented,and acquires 
atients ciis of the schizophrenic ego. 
Sel coenaest} ho suffer from dementia praecox 
qualities wa Soundscan acquire taste 
Saulted p he schizophrenic patient is as- 
Stand, hi pum. that he cannot under- 
nearly ha his case, we notice parts where this 
feel the gi when the patient begins to 
Barth furi. of the wind; the sensation of the 
reakin 8 is its axis, felt through the toes; 
-Itis w of the sun’s rays against her skin, 
Concept E si to point out Paul Federn’s 
"hee ego—not as something static, 
identity ; of feeling, which for the author Is 
alluci y in time and space. 
Of the e natory drugs cause a disintegration 
CXtraor rs in these spheres. Perceptions are 
focused ies i clear and attention is usually 
ed with n one object, which becomes identi- 
35 the fi images of the internal world—such 
oman ne of the mother projected in the 
Whom ils ling’ empanadas’ (maize pancakes) 
Stem of "s patient calls mother earth, or the 
Christ, he plant that becomes the image of 
os Pm thing happens in the depersonali- 
otis? xperienced, which is the internal image 
Scene self, transposed to someone else. 
E. etimes complex sensations are present. 
I. of music can affect the eyesight. 
haps ain persistence or monotony are per- 
* necessary to achieve the feeling of har- 
Ny. Words can also become extremely slow. 
In this case we also observe the fecling of 


Asc 
We ca 
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identity between the subject and the objects 
that Huxley emphasized so much in The Door 
of Perception. The limits between being and 
not being are lost, and all is one. 

It is possible that this state may condition 
the development of mystic experience and of 
ecstasy. Besides, hallucinatory drugs have 
been described as anaphrodisiacs, therefore 
this circumstance, together with the identifica- 
tion of the subject with objects, must have 
contributed to her associating it with rituals 
that emphasize asceticism and religion. 

We must mention here that the place where 
the experiment takes place is extremely im- 
portant. This is clearly seen in the case pre- 
sented, because the experience is carried out 
in a pine forest, and while listening to a Bach 
concerto. 


I would like to point out, however, some- 


thing that I consider more important than the 
investigation of contents: that is the fact that 
experience with drugs is closely related to the 


manic-depressive state. People who take hal- 
ke use of internal manic 


ctivated by the effects of 


the blood. 
weak, and lacks the 


sufficient streng 
depression; it 1 
ht about by the manic phase. 


help of the drug. 
forget the feeling an 
the drug; neither can we o i 
its pharmacotoxic effect increases the omni- 
potence of the drugged person. 
According to Melanie Klein, the manic 
defences are extremely primitive and arise to 
control the paranoiac anguish such as ideali- 
zation and identification with the idealized 
object. which can be partial or total. Once 
these mechanisms are dominated, all the frus- 
s and anguishes are denied and the evil 


tration à à 
and aggressive part of one's self is destroyed. 
The drug symbolizes the ideal object that 


can be incorporated, and its pharmacological 
effect is used to reinforce the omnipotence. 
Hallucinatory drugs facilitate the possibility 
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of perceiving the ideal object and of identify- 
ing with it. I agree with Sandor Rado's idea, in 
the sense that they provoke a regression to 
levels of satisfaction, through the breast, just 
as the child uses his thumb to suggest the 
mother's breast. The hallucinatory experience, 
therefore, helps to destroy any persecutory 
object. 

As far as drug addiction is concerned, Rado 
has also stated the presence of a basic depres- 
sive picture. Simmel has suggested that the 
frequent hospitalizations of alcoholics and 
drug addicts indicate different depressions in 
series. 

I think it is important to mention Rosenfeld, 
who points out that the drug addict presents 
an important splitting of the ego, and that in 
the analytical situation the excess of split 
objects into idealized ones and despised ones 
make him act externally as though he were 
two persons. This factor contributes to an 
excessive acting out during psychoanalysis, 

All the aforementioned points, relating to 
drug addicts, can be applied as well to the 
person who undergoes a drug experience, 

I would only like to add two things in so far 
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as the technical handling of these cases is cor 
cerned, and especially that of the patient I the 
treated during the last two years. I believe hit, 
greatest difficulty lies in the creation m... 
because it is constantly denied. Another pa se 
lem is that the distance between the P " 
and the action is so short in these patients one 
the action can hardly be repressed. ean 
example will suffice to illustrate what I we 
I once explained object-splitting be y 
masculine and feminine; that same wee 
patient tried to perform a homosexu? 
with a friend. s im 
The problem of the rebel searching for a 
self has led him to the drug experience. rob 
theless, his conflict consists rather of xe 2 
lem with life, or perhaps forgetfulness 
Nietzche says in The Birth of a Tragedy rcoti? 
“It is also under the influence of the im rimi- 
potion, mentioned in the hymns of p 
tive men, or because of the coming e t 
that permeates all nature with happ ard the 
Dyonisiac emotions are err 
subject disappears in the world of 
ness,’ 


ho* 
to the psy’ ie 
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A multiple-choice version of the TAT as 
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a measure of aggression 


in psychiatric patients* 


Bv D. J. SMAILT 


Thi . 
Sive Aid is an investigation into aggres- 
4 multipl ons Biven by psychiatric patients to 
Cards, By thi oice adaptation of four TAT 
the inter ie means it was intended to avoid 
Volved É : tative assumptions which are in- 
he ellis cent spontaneous TAT stories. 
not Work j end to show that the TAT does 
Automatic n a mechanical way which allows 
the md ee aa that problems such as 
ete., must b identification with TAT figures, 
can be us 43 clarified before the instrument 
Ore or i in a fully meaningful way. Some 
aggressi ess specific results are found with 
ve responses, and these are interpreted. 


The T INTRODUCTION 
as fre AT, along with other projective tes 
à iine d been used in research projects, 
Nature nea of its relatively unstandardized 
inte predios aati and with a variety 
Bitlet. ten assumptions underlying its 
ensive lon. Lindzey (1952) gives 4 compre- 
assum review of the TAT in relation to these 
i enti tions (for example, the problem of 
cludes cation with TAT figures), and con- 
See that they are by no means cut and dried. 

e AM s clear that the assumptions made wil 
ado ips in the method of scoring the TAT 
ind ed by the various research workers 

ved. 

Spons are concerned here with aggressive T€" 
Pàtie, es on the TAT given by psychiatric 
Point. ts. The original aim of this was to pin- 
Brou reactions typical of various diagnostic 
ius but the main interest lies for the pur- 
S of this paper as much in the way the test 

Uni This study forms part of a Ph.D. thesis in the 
iversity of London, for the supervision of which 


am grateful to Dr Cecily de Monchaux. 
+ Claybury Hospital, Woodford Bridge. 


ts, 


n the reasons for giving it. It 
dat this point that ‘aggression’ 
include the categories of 
described by Rosenzweig 
(1938), i.e. extra- intro- and im-punitiveness. 
Guilt and denial of aggression are thus defined 
as in a sense aggressive responses. Indirect ag- 
ession (illness, accident, etc.) must also be 
considered, perhaps, as impunitive. 

Studies attempting to measure aggression 
with the TAT tend to be inconclusive, and this 
appears to depend, as much as anything, on 
the way TAT stories are scored. This has been 
done in many different ways: Caine (1960) 
gave weighted scores to various types of re- 
sponse (3 points for murder, 2 for assault, 
etc.). Mussen & Naylor (1954) counted all ag- 
gressive responses, regardless of direction of 
aggression. Sometimes aggression is scored 
only for the ‘hero’ of the story (Lindzey, 
1950), sometimes for all TAT characters 
(Piotrowski, 1950; Leary, 1957). Eriksen 
(1950) suggests that records should be scored 
in terms of the themes the subject significantly 
avoids. This sort of procedure reaches its idio- 


syncratic peak in a study carried out by Fisher 
& Hinds (1952), where ‘guilt’ was scored as 


follows: the number of neutral stories to 
‘hostile’ cards, plus twice the number of 
favourable-feeling stories to hostile cards, 

Jus three times the number of ambivalent 
stories given to ‘neutral’ cards. At this point it 
seems that the assumptions underlying the 
scoring system are begging all questions that 
may be asked about the nature of aggression, 
and that what is needed is an exploratory in- 
vestigation of individual responses given to 
the TAT. In this way responses would not be- 
come lost in global scores, and one could more 
easily observe just how consistent groups are 


operates as i 
should be note! 
is here intended to 
* punitiveness' first 
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in their mode of response. Why should one as- 
sume that a similar response (murder, for 
instance) means the same thing when given to 
different cards, or even at different stages in 
the story ona single card? Certainly one might 
expect paranoids to project hostility into the 
TAT, or melancholics guilt, but how, and in 
what form, is by no means obvious. 


'THE TEST 


Work with spontaneous stories given to the 
TAT is hampered by the extremely wide range 
of responses which can result, and so it was 
thought best to developa multiple-choice task, 
Examination of 800 TAT Stories* (all from 
female psychiatric patients) revealed fairly 
consistent trends, and made a rough content 
analysis possible. Four cards were chosen as 
being the most prolific (of those examined) in 
range and extent of aggression/guilt Tesponses, 
These were 3GF, 4, 8GF and 13MF. The re- 
sponses offered in the multiple-choice situa- 
tion were based closely on the analysis of the 
spontaneous stories so that the task would be 
as meaningful as possible to the patients. It is 
of interest to note that most of the categories 
arrived at bear considerable resemblance to 
the TAT norms compiled by Rosenzweig & 
Fleming (1949), 


Categories of response to be distinguished 

In the multiple-choice situation the stories 
are divided into three sections: (1) situation, 
(2) affective reaction (affect Word), and (3) 
solution. For reasons of Space only the first 
two will be considered here, Thus a more or 
less constant structure is imposed on respon- 
ses to the cards, which greatly simplifies con- 
sideration and interpretation of the results. 
The situations for each card are listed below. 
The ten affect words, the same for each situa- 
tion, were as follows: (1) angry, (2) annoyed, 
(3) guilty, (4) remorseful, (5) shocked, (6) un- 
happy, (7) sorrowing, (8) grieving, (9) content, 
(10) nothing in particular. 

* Tam grateful to Dr G. A. Foulds for provid- 
ing me with these. 
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Card 3GF situations: (i) she has just vins 
Sed an accident; (ii) she has just had a qm 
with someone; (iii) somebody she pe a 
died; (iv) she has been mnistmnd erst 
badly treated; (v) she has injured or 
Someone, dn. 

Card 4 situations: (i) she is asking dum ii) 
to leave her; (ii) they are having a d e 
his duty is calling him away from her; i i 
is trying to stop him from having a fig 
someone. "m. 

Card 8GF situations: (i) she is is 
about how difficult her life is; (ii) she ist ead; 
ing about somebody she loved who d i 
(iii) she has just heard about an € i 
she is thinking about things she has 
the past. ied if 

Card 13MF situations: (i) she has i 
childbirth; (ii) she is ill; (iii) she has w- she 
ted suicide; (iv) he has murdered pin jus 
has rejected his advances; (vi) he h 
Seduced her, ject a! 

Some attempt was made to Be --— 
balance the affect, words since sm theif 
cumbersomely wide range of paie be 
Spontaneous productions, and these sema 
extremely hard to sort out from * peguen? 
point of view. Bearing in mind the tak ell 
of the affect words spontaneously use reani” 
as the possibility of assigning eerie into 
to them, they may be divided € y guilty 
four groups here: aggressive (1 an d 6—this 
(3 and 4), passive disturbance (5 and & p) 
is, in a sense, avoidance of aggressive resi? 
loss of love (7 and 8), and denial epe are 
feeling (9 and 10). On card 4 affect er i 

ded for both the man and the w m 
dier id re, and on card 13 MF for the es 
ale as one has a variety of possible the 


d. 

i ie ES for the test were along se 

Tis lines (it seemed more important d 
i should know what was wan se 
the pa mere to a rigid objectivity): EU 
than to 2 front of you all suggest what > 
cards ide be about (i.e. the alternatives E 
pente ations). I want you to arrange them Í 
peccare the suggestion you think mos 
or 


nti? 


fol- 
t 
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likel 
ins m ie the one you think least likely. 
Just reall hing right or wrong about this, 
think? red tome to know only what you 
Were put in fi this the patient's ranked choices 
With the m ront of her one at a time, starting 
placed LE likely, and underneath were 
easy ien attert words on separate cards. 
Most likely f. "ics to pick the one she thought 
Would be ivit how the woman in the picture 
Was retained ing in that situation. Her choice 
and she was underneath the situation card, 
ing from Pha to pick the most likely end- 
Separate es possible solutions, again on 
he procedu s (these are not discussed here). 
cards, Patie re was similar for the other TAT 
loy get Pere tel tint acl matter 
ey want hey chose the same affect word if 

ed to. 


Apa Sample 
Sisteq z from a normal group, the sample con- 
Years oM of female patients under 60 
a missio who were more or less consecutive 
Psychiat oto two main admission wards ofa 
rain e hospital.* Patients with organic 
ere bep or recently treated with ECT 
nown t included, nor were patients with a 
them ¢ or suspected 1.Q. below 80. Nearly all of 
ea Pass from a fairly uniform catchment 
ested venta Not all of them were 1.Q.- 
the ay ut what evidence there is suggests that 
Brou erage o. is about 100. The normal 
"ill Was, on the other hand, distinctly a- 
Consisting not comparable to the abnormals, 
(as us ing as it did of students of psychology 
Possibie They are included here only as 2 
Sentatiy, pointer to the way a more pier 
chave group of normal females mig 
e patients were diagnosed on the Symp- 
Velo ign Inventory (SSI) which has been de- 
(loge by Foulds (1962) and Foulds & Owen 
ia ). Table 1 shows the number 1n each 
Bnostic group, and their ages. 
m am indebted to the staff and patient 
ton Hospital, Epsom for their co-operation. 
this 


an 


ents of 


T My thanks to Mrs A. Frazer-Lunn for testing 
Broup. 
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Table 1. Composition of sample 


Age 
—S— 
Group n Mean Range 
Normals 20 22:8 19-39 
Hysterics 15 372 20-59 
Anxiety states 20 38:0 21-55 
Neurotic depressives 15 362 21-59 
Schizophrenics 20 30:8 18-52 
Paranoid states 20 43-1 22-58 
20 39-6 18-57 


Melancholics 


RESULTS AND DISCUSSION 
one is faced with analys- 
f individual responses. If 
the TAT can be used as a scored instrument, 
one might expect responses which distinguish 
significantly between groups to show common 
elements. If they do not, then to make inter- 

retative assumptions by assigning scores to 
TAT protocols would seem to be a suspect 

rocedure. In any case, one is given the oppor- 
tunity to see how the TAT in fact works in this 


situation. 


With this method, 
ing a large number o 


Situations 


The method of analysis of the situation data 
to be discussed here (though there are other 
methods—see Smail, 1965) is based on the as- 
sumption that in ranking the situations the 
most meaningful choices for the patient are 
the ‘most likely’ and ‘least likely’ alternatives, 
while she would probably feel less strongly 
about the in-between possibilities. Thus one 
can arrive at two sets of frequencies for 
each situation—first choices versus not-first 
choices, and last choices versus not-last 
choices. One is then enabled to measure the 
significance of these by x? tests." 

On card 3 hysterics and anxiety states 
choose the (indirectly aggressive) “she’s just 
witnessed an accident? situation more than 

* For both situations and affect words, tables 
of the original frequencies and of the resulting 
significant differences may be obtained from the 
writer. 
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normals,* while hysterics and depressives dif- 
fer from schizophrenics in choosing the *quar- 
rel’ situation more often. Hysterics reject the 
overtly aggressive murder situation more than 
all other groups except depressives and para- 
noids, and paranoids reject it (i.e. rank it last) 
more than normals. Thus the hysterics’ rejec- 
tion of overt aggression may make their pre- 
ference for indirect aggression more intelli- 
gible. 

On card 4 melancholics choose ‘his duty is 
calling him away from her’ more than neurotic 
depressives. Paranoids favour the “stopping 
from having a fight situation more than de- 
pressives. Hysterics differ from anxiety states 
and melancholics in rejecting the threatened 
‘withdrawal of love’ situation (i) more often. 
One might feel this situation to be more rele- 
vant to the melancholic’s ‘world *, and such a 
direct reference to abandonment may well be 
too much for hysterics. 

Card 8 reveals differences only in terms of 
last versus not-last choices. Hysterics and de- 
pressives reject the ‘thinking about how diffi- 
cult her life is’ situation more than normals, 
but are again more favourable towards an in- 
directly aggressive (accident) situation, and 
here again also paranoids choose the accident 
situation more often than normals. So the im- 
pression that hysterics and paranoids are both 
concerned to evade the issue, in the sense of 
turning to ‘impunitive’ situations where blame 
could not be a feature, is given further weight. 

On card 13 hysterics are linked with depres- 
sives in preferring yet another indirectly ag- 
gressive situation (‘she is ill’) to melancholics, 
who in turn are more able to tolerate the 
murder situation (i.e. choose it more often) 
than are depressives. Depressives also reject 
the murder situation more often than para- 
noids. A relevant feature here may be that the 
murderer is a man and the victim a woman— 
thus, given that female subjects will identify 
more with the female figure, for a depressive 
to see herself as dead may be particularly dis- 

* Whenever a comparison is made in the text, 
this indicates a significant difference between the 
groups mentioned at least at the 0-05 level. 
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turbing, though not for hysterics and para- 
noids who, in contrast to the murder situation 
on card 3, are able to escape identification 
with the murderer. That depressives and 
melancholics are differentiated according t? 
their ranking of the murder situation may 
demonstrate the psychotic’s resolution of E 
neurotic's struggle—if death, the fear of it an 

the fascination with it, is a central feature © 
depression, then the neurotic will we 
against it, and only in the context of mao 

can it be admitted to the individual's worl 


Affect words " 

The choice of affect words by each groria 
considered in the context of the specific d. 
tions in which they occur—of a number 
ways of looking at the data this was foun o 
be the most informative. Here the frequeney 
choice of a particular affect word is o 2 
to the frequency with which all the i. 
chosen. The resulting differences are agai ec 
product of a number of x? tests. Since the E 
Words fall into pairs which were orig A 
meant to be equivalent (though this me 
dubious assumption), one can not on A 
pare a given affect word with all the ipw 
but the two similar affect words of a pa! 
all the others. , sed an 

In sit. i, card 3 (‘she has just pe while 
accident’), the normal reaction is s 
paranoids and melancholics favour fis seem? 
and grieving, as do depressives. X ed gn 
fairly clearly to be a depressive reacti uM 
that paranoids appear here also is at P 
difficult to explain. 

In the quarrel situation (ii), melan 
choose ‘angry’ less than pannis. ce 1 
‘angry’ or ‘annoyed’ less than anxiety § hys 
schizophrenics and depressives, while E 
terics, who favour this situation (see a nd 
choose ‘sorrowing’ more than paranoids 

cholics. 
TD *loss of love? situation (iii), paranoid 
choose ‘shocked’ more than normals, v 
terics and melancholics; thus, faced with M 
actual death of a loved person, they rever’ 


hers 


police 
ae 


Multinle-choi , 
ultiple-choice version of TAT as measure of aggression 


the pro —-— 

Bees sit. i, where death is accidental 

they Ghoos and can express little grief, which 
Bou agen less than normals. 

Normals) in revert $ to grief (compared to 

Stood, etc») sit. iv (‘she has been misunder- 

tied to na ; where grief does not appear to be 
Bon: ^ of a loved person. 

9 some ext (female figure) depressives, and 
avoid afe ent anxiety states also, tend. to 
lion (ii) i or annoyance in the ‘row’ situa- 
More th&n » along with hysterics, favour guilt 
linked With anxiety states. Depressives are 
nhappy? anxiety states again in favouring 
Melancholi Wen than schizophrenics and 
specific, « = Unhappy’, one of the non- 

ea sa Rrra words, thus appears here to 

E manage reaction. 
(w ich uno pet the loved one departs 
or n feel to be a realistic occasion 
an hysteri normals favour ' sorrowing' more 
ere E depressives and melancholics. 
9n of rele ere seems to be a neurotic eva- 
iets oe feeling. 

© anger vs and melancholics ten 
Pared to h oras in the fight situation (iv)c 
fact. se ysterics and depressives. Paranores 
Selves in ee reluctant to distinguish them- 

n card 5 frequent use of these two words. 
ation of Sit i, where there is no direct im- 
avour ‘gn: guilt, depressives and hyst 
Normals guilty’ or ‘remorseful’ more than 

Move ee ho tend, like schizophrenics, tO 

aranoj ia grief words. 

s GS 3 ; repeat their pre ; 
ti), com or ‘unhappy’ in the death situa 
Drs te to normals, anxieties and de- 
Prefer the he majority reaction here is to 
Wards © grief words, though hysterics move 

Ein and schizophrenics towards un- 
inkeq bes Thus paranoids and hysterics, 

atantl ore in their avoidance of the more 
again Hà agetessive situations, are here linked 

Brief) in i t ofa relevant feeling 
that (he ae in xe situation. It seems again 
ing. evant feeling is the most threaten- 
ree sit. iv melancholics are differentiated 
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their preference for * guilty’ and ‘remorseful’, 
and the generality of this probably makes it 
one of the most significant findings, though 
not unexpected from a clinical point of view. 


The normal and neurotic reaction here is 


‘content’ or ‘nothing in particular’. It is 


interesting that only in this instance is melan- 
cholic guilt much in evidence, and this may be 
that the TAT situation pictures so well the life 
of the melancholic—a woman sitting alone 
thinking about the past. 

On card 13a now familiar theme is repeated 
in sit. i—the paranoids’ ‘shocked’ and *un- 
happy’ reaction to death, compared to 
normals. Hysterics and depressives tend to 
favour ‘sorrowing’ and ‘grieving’ in sit. ii, 
where ‘she is ill’, and one notes again the 
neurotic tendency to use the stronger and less 
relevant words in the ‘indirect’ situations. 

In sit. iii, the suicide situation, anxiety states 
demonstrate, not for the first time, an absence 
of guilt, this time in preference for shock, 
when compared to normals, schizophrenics 
and paranoids. Normals and depressives also 
prefer grief in this situation more than 
anxieties, and, rather surprisingly, melan- 


cholics. 
ted advances’ situation (v) 


In the ‘rejec 
anxiety states again avoid attributing guilt to 
the man in the picture compared to the three 


sychotic groups. 
Thus the picture as far as affect words are 
concerned tends to be confusing, though some 
responses do stand out, e.g. the paranoids’ 
‘shock’ in the face of death, while grief ap- 
ears more when death is accidental or in- 
direct. Neurotics in particular appear to have 
a preference for non-specific words set in an 
inappropriate context. Anxiety states demon- 
irly consistent lack of guilt. Melan- 


strate a fai 
not particularly distinguished for 


cholics are 
choosing ‘loss of love’ words, as on clinical 


rounds one might have expected, and show a 
marked preference for guilt words only on 
card 8, sit. iv, where guilt appears to fill up a 
vacuum created by lonely contemplation of the 

ast. On the whole there are no neatly con- 
sistent preferences for particular sorts of affect 
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words by different groups. One feels that all 
the patients have something in common, and 
that is an inability to feel appropriately in a 
given situation, so that ‘powerful’ emotions 
are reserved for occasions when they are not 
really called for, and so perhaps need not be 
really disturbing (e.g. melancholic guilt), or, 
on occasions when they are called for, are re- 
placed by strangely irrelevant feelings (e.g. 
paranoid shock and neurotic unhappiness). 
The form these substitutions and evasions 
take may be dictated by the particular kind of 
defence used— paranoid projection, hysterical 
denial and so on—as well as the setting in 
which they occur. And so what is important 
may not be specific kinds of aggressive feeling, 
but the fact that some feelings are only allow- 
able in certain circumstances, which, with the 
TAT, will vary according to the stimulus card 
itself as well as the interpretation put upon it. 


CONCLUSIONS 


One may tentatively conclude that the 
examination of individual responses to the 
TAT yields information pointing to the multi- 
plicity of variables involved and the impos- 
sibility of assuming any straightforward modus 
operandi for tests of this kind. However, the 
significant differences which are discussed 
here are based ona very large amount of data, 
and in a study where so many comparisons 
are made, and, comparatively, so few are 
found to be statistically significant, one must 
bear in mind that chance could account for 
what results there are. But since one is examin- 
ing the data to see what variables may possibly 
be affecting them, one can perhaps make an 
argument for using statistics as a tool for sug- 
gesting where the effect of such variables may 
lie. Only future research can determine just 
how ‘significant’ the findings are. 

With this in mind, then, one may hypo- 
thesize that the TAT works by placing the 
patients inan anxiety-arousing situation which 
has to be dealt with somehow, and that their 
reactions are a reflexion (via the TAT ‘ world’) 
of the assumptions they have about the world 
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they live in, the people in it, themselves; u 
how they should behave. These assump"! o 
may be unconscious, if only in the sense 0 
habitual. The ‘situation’ section appear 
indicate what kinds of circumstances P 
events the patient can allow into her wor cle 
permit herself to see. The *affect word sable 
tions reflect the emotional reactions allow 
in a given set of circumstances. bove: 
Thus, the sort of findings discussed " 
and their lack of cohesion, need dp" 
pletely unintelligible: the paranoids n an 
ence for ‘indirectly aggressive’ situatio. chor 


their ‘shock’ in the face of death; the P^ ic 
tic’s tendency to give way to impulses ener 
the neurotic is fighting against; the a a 
inappropriateness of feeling m peek T 
patients; the melancholic’s reverie fi iolenc®? 
with remorse; the hysteric’s fear of bec with 
the anxious patient's lack of conce 
uilt. ssiv? 
M One is led to a sort of Gestalt of agg on* 
Structure rather than to the operat cil is 
sistent modes of response—the aa uld 
not always grieving and guilty when urde 
expect her to be; it is not so much € when 
hysteric is frightened of, but murde ning 
looks as though she may have ha not 
to do with it. Paranoids will grieve, 
over the death of someone they Joye. etativ 
Much of the above is highly inter pio 
and it is not suggested that the e: js tbat 
are necessarily correct. What is tee pons 
expectations that apparently similar are very 
imply similar psychological p this Y 
probably unfounded, and to assu slt be 
using a more global scoring system se ust 
invalid, since the meaning er apa curs: 
depend on the context in which it oc he Ne 
All this depends to some extent on t anal?" 
hoice version of the TAT being pi a 
to spontaneous stories. This agal rest 
aem for further research, but it is of int 
ian p Foulds (1953), using a met! 
- ih did not rely on interpretative scoring 
wm " results with spontaneous 
es ies given by a group of hysterics similat 
€ reported here. 
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Bites m is a far more careful con- 

Vatiables in H: he interaction of the complex 
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t 
: A ee in Childhood. By 
Dean (Pp. 273. $5.) New York: 
nal Universities Press. 1965. , 


This bo 
development. Mu à subtitle: *Assessments of 
ave develo s is Anna Freud's great uer 5 
“sens, the fundamental tools for these 
First sh 
S Fé nier ie the psychoanalytic method 
starte mine hs ysis of children, which opened 
in as well a: information about drive develop- 
à) analysis, S a confirmation of data found n 
Secon 
fae in white her early awareness about the 
u ernal dan the child deals with external and 
Merstandine o us been of enormous value in the 
15: echanising infantile character formation. In 
mos PORE Defence she showed already in 
iE Not onl y of focusing in the diagnostic 
dao” betwee y Separate functions but the inter- 
"Gy pment, n several layers of the personality 
a e 
eni ss" n paper ‘The indications for child 
te d PSychiate ve three fundamental ideas for 
net in dia ric diagnosis: (a) that all criteria 
E different iB adult psychic disturbances 
& disorde ' value for the diagnosis of child- 
tbance of ue (b) the assessment of the dis- 
n dienos progressive development is the 
S; (c) Ms criterion in childhood distur- 
Oa rik new step in development gives 
oes the ne. Sive process too, which partially 
is last id development. 
the à Gas was the first step in the study of 
A, ments aon between forward and backward 
à Na Fre amine normal childhood. In 1963 
rigina] ud developed this theme in a highly 
Orma] is ‘Regression as a pri 
n th velopment’. 
‘as Ramo reden years a wealth of } 
itect child under her leadership, stemming from 
neous a. observation, child analysis, simul- 
childr, nalysis of mother and child, long study 
ead NES who had been observed in the Hamp- 
Came urseries in war-time and who later on 
under analysis- 
é we this material has 
Oration of these 


tise 


nciple in 


of material 


Jed to the highly condensed 
three view-points in her 


present book, namely (1) the essential psycho- 
logical differences between adulthood and child- 
hood; (2) the interactions within the personality 
during growth; (3) assessment of normal and 


pathological development. 

Methods of fact gathering. The first part of the 
book deals with the methods of fact gathering 
about the developmental processes in childhood. 
Reconstructions from adult psychoanalysis, 
observations from child analysis and direct child- 
observation complement each other. An important 
discussion about the differences between child 
analysis and adult analysis leads to the conclusion 

are continuously inter- 


that environmental factors 
1 ones. Pathology in this way 


twined with interna 
becomes ingrained in the structure of the per- 
sonality and can be only removed by therapeutic 
measures which effect the structure. 

Essential misunderstandings between adult and 


child. External events lead to internal experiences 
ich are products of the reality 


factors and the child's maturational level. His 

of environmental factors 
thogenity; for instance, 
y be experienced as à 
nd mayleadto 
essive demandingness. 
n the ways in which the child 
ence outward reality may lead 
dings even for the most 


the birth of 
hostileact on the p 
emotional withdra 
The differences i 
and the adult experi 
to essential misunderstan! 
willing and understanding parents. 
es. The concept 


The concept of developmental lin 
al lines gives a method to 


of the development 
i f the ego and of the id 
ithin the per- 


wal or exc 


sonality and the matura 

i Intelligence tests, 
tion of the sense of reality and 
defensive processes give only facts 
about jsolated parts of the child’s personality ; 
what we need is insight into the total person. 
; ‘What we are looking for are the basic 
:- ns between id and ego and their various 
al levels, and also age-related se- 
em, which, in importance, frequency 
comparable to the maturational 
al stages or the gradual unfold- 


about the 


development 

uences of th 
and regulari ty are 
sequence of libidin: l 
ing of the ego functions." 
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Such developmental lines trace the child's 
gradual outgrowing of dependent, irrational, id- 
and object-determined attitudes to an increasing 
ego mastery of his internal and external world. 
Both id and ego development contribute to each 
developmental line. Anna Freud describes severa] 
of these lines; for instance, from dependency to 
emotional self-reliance and adult Object relation- 
Ships. Other lines trace several aspects of the 
maturation toward body independence: from 
suckling to rational eating, from wetting and soil- 
ing to bladder and bowel control, from irresponsi- 
bility to responsibility in body management, etc. 
How many lines we can describe depends on our 
knowledge of ego and id functions in the field, and 
each line has to contain a careful description of 
the intermediate Steps in the maturation. The 
author describes further the line from egocen- 
tricity to companionship and from the body to the 
toy and from play to work. In normal develop- 
ment we expect a fairly close Correspondence be- 
tween growth on the different developmental lines, 
Moderate disharmony produces the many varia- 


specify the interaction between maturational 
Sequences and environmental influences, 


To sum up: the concept of the developmental 
lines gives us a tool to assess normality in a factual 
way. 

The diagnostic process. In the field of diagnosis 
of pathology we are accustomed to find much 
terminological confusion, 

The diagnostic process may remain at the de- 
Scriptive level but neither symptoms nor suffering 
can be reliable criteria for the Severity of the child’s 
illness. The same Symptoms may stand for a 
certain retardation in normal development or may 
indicate severe pathology. Obsessional symptoms, 
for instance, in prelatency or in prepuberty may 
form the onset of a real obsessional neurosis. 
More frequently however they disappear com- 
pletely as soon as latency or puberty has become 
fully established. Phobic symptoms are extremely 
frequent in infancy—they may either vanish with- 
Out a trace or develop into a severe neurotic 
illness. 
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feature in the behaviour of the child pu 
Studied against the background of th 

ersonality. item 
" It con be stressed enough that em if- 
may have a completely different a pite to 
ferent personality setting. What s; trau anol 
one child may be easy to cope with for or with 
child in another developmental phase arents. 
another quality of his relationship to ond can 

Anna Freud gives a diagnostic profile v rofile 15 
help as a method for assessment. This Pippi” 
not meant as a list to be filled in but as 2 on 0Uf 
tion of our psychoanalytical knowl an 
clinical findings. Before using it initial nostic s% 
should be completed as far as the diag ication o 
ting allows. If used in this way the Ks ta accor 
metapsychology—the ordering of the da al 


: cture 
A i F : ic strum ne 
ing to their dynamic, genetic, econom n th 


p”. 
and adaptive value—may be of great Pe irati? 
assessment of pathology and in the syste 
of clinical phenomena. jes 

The last chapters give two examp atholo 
of the author's concepts on certain Poality? an 
phenomena (dissociality and homose: d an n 
their different meaning in childhoo k 
adulthood. of nO 

The author’s methods for paee iy sd w 
mality as well as of pathology form a diagn p 
able contribution to a more wp pii the 
process. For the indications for m r patient 
assessment of normal functioning ot atholo 
as important as the assessment of t eos is 
That the author gives = value to a 

i merit of this work. . c 
ADS neue simplifies the complicated P% il 
logical processes which form the base ge sty? 
and abnormal development. Her very c once tS 
however makes even the most difficult d 
understandable. This book should be rn pr g 
every child-analyst who is interested in eD 
nostic value of diagnosis and in the vip js 
the results of therapy. Anna Freud's met lica" 
already internationally Studied. Broader aPP ict” 
tion may lead to better international commu 
tion about diagnostic Problems. at 

Our experience at the Child-Psychiatric TD 
ment of Amsterdam University is that the met 
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etween parents the essential misunderstandings 
Mental prere, sand children in it and the develop- 
child-psychiatrist or for educational tasks Even 
development "E Should learn to work with = 
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E. C. M. FRIJLING-SCHREUDER 


Crimir 
nol ; 
eon in Transition. Edited by TADEUSZ 
SPENCER (p eer Jones and JOHN 
Ublication ‘oo 45s.) London: Tavistock 


Settin 
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esto ps kn mg 
it tions: Will it ind itor must ask himself two 
a eke a real indeed confer honour? And will 
large extent contribution to the literature? To 
tribute t5 Her this volume of essays, written as a 
T Counts, mann Mannheim, wins through on 
] the 
dea that ia essay, Howard Jones pursues the 
Orms as a e may be not so much a breach of 
*Spirations Clash between the value systems OF 
Munity, T different subgroups within the com- 
ortis, is a « last essay in the book, by Norval 
fall or pris splendid prediction of the decline and 
ere are on as we now know it. Between the two 
and psy Pra vua on sentencing, prediction studies 
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Psychotherapy: A Dynamic Approach. By 
PauL A. DEWALD. (Pp. xvii+307. 425.) 
Oxford: Blackwell Scientific Publications. 


This book is primarily intended for psychiatrists 
who want to learn about psychoanalytic psycho- 
therapy. The author makes it clear that psycho- 
analytic psychotherapy can include both insight- 
directed psychotherapy and supportive psycho- 


therapy. This is a practical book concentrating on 


the problems and difficulties which are encounter- 
ctice. It will be of 


ed daily in psychotherapeutic pra 

most use if read concurrently with supervised 
clinical work. It abounds in excellent clinical 
illustrations which bring theoretical concepts to 


life. 

A detailed account is presented in psycho- 
analytic terms of what supportive psychotherapy 
is and a description is given of how this form of 
treatment is to be distinguished both theoretically 
and practically from a psychotherapy which aims 
to analyse resistances and provide insight into un- 

here 


conscious conflicts. It could be said that 
comes to have real 


supportive psychotherapy 
a treatment method. The 


meaning and status as 
reader is left with the conviction that the author 
has set out to provide the trainee psychotherapist 

as possible of 


with as comprehensive an account 
which he will meet in his thera- 


the phenomena 

eutic work. At all points he relates theoretical 
linical data. 
ter in this book is of value but there 
ich are outstanding in quality. 
ntion is the chapter on indi- 
tion of patients for psycho- 
therapy- This is an important subject for the be- 

inner in psychotherapy, who is easily misled into 
undertaking the treatment of unsuitable cases. 
Another excellent chapter describes the problems 
of evaluation of psychotherapy. This is a complex 
matter and it is its very complexity which stands 
jn the way of objective evaluation. 
as well as students will find this book 
articularly those who base their 


n psychoanalysis. T.F. 


concepts to ¢ 

Every chap! 
are several whi 
Worthy of special mei 
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Psycho-analytic Concepts and the Structural 
Theory. By JACOB A. ARLOW and CHARLES 
BRENNER. (Pp. 132. $3.50) J. Am. psycho- 
anal. Ass., Monograph Series no. 3. New 
York: International Universities Press. 
1964. 


It has been a stimulating experience to read this 
book. It is sure to be widely read and discussed 
among analysts of all shades of opinion. When 
this occurs the purpose of the authors will, I be- 
lieve, have been attained, for it is to stimulate 
thought, clarify points of view and provoke discus- 
sion and argument, as well as to persuade. 

It is obvious that the authors themselves have 
debated long and earnestly over their views and 
have done a great deal of work over the presenta- 
tion . The book arises from a background of years 
of analytic observation of patients. Great pains 
are taken to develop arguments clearly and the 
evidence on which opinions are based is given. 
The authors do not shirk issues. This is nota book 
which any practising analyst should miss. 

The book is founded on Freud's work; other 
authors are frequently mentioned, in particular 
Anna Freud, Hartmann, Kris and Loewenstein 
whose work on the ego has deeply impressed the 
writers. 

The work is based upon the two theories 
elaborated by Freud on mental functioning. The 
first of these, the Topographic Theory (never so 
named by Freud), was first set out in the seventh 
chapter of The Interpretation of Dreams (1900). 
The second, the ‘Structural *, was first enunciated 
in The Ego and the Id ( 1932) and divides the mind 
on a tripartite basis into the ego, super-ego and id. 
It is probable that most analysts, following the 
advice of Ernest Jones, have attempted to read 
Freud chronologically and so have some idea of 
the extraordinary development of his thought and 
will have felt excitement at the beginning of The 
Ego and the Id when a new wave of thought 
spreads in a new direction. It is one of the great 
pleasures of the present book that the authors 
facilitate the following of Freud’s thought on 
these two particular theories. Their development 
is traced and references given so that one can see 
the to and fro movement of Freud’s mind, literally 
over the years. 

The ube starts by giving an outline of oe 
theory, pointing out that in the ae ng 
Theory the psychic apparatus is divided i 
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systems on the basis of their relation to const 
ness, and that by 1915 Freud was beginning a is 
dissatisfaction with this division— The -—— 
that it is not only the psychically repressed d 
remains alien to consciousness but also -— 
the impulses that dominate our ego.’ After ee 
Freud’s criticisms of the Topographic T 
they compare and contrast the two theori 
find them incompatible, and point out sae b 
the adoption of the second, the therapeutic f E 
the analyst becomes much more complicata e 
cause the concept of defence has widened. E 
conclude that the structural theory should bg that 
in theoretical discussion and in practice M 
the topographic theory should be discarde 2 P 
Theauthors next examine the concept o ondary 
sion, the concept of the primary and me pre 
processes and the place of the concepts Of ate the 
conscious and the unconscious, and pe in 
consequences of adopting the structural c dreams 
considering these ideas. Next they examin sycho" 
and the structural theory and finally the P: 
athology of the psychoses. 4 
d The lapte di regression is wp eto the 
and will repay study: many will feel a ressio™ 
balance is not quite true. In instinctua ae can 
reminders occur of the *body-ego"; tht 
detected in regression in the servic bets 
which is accompanied by diminished on that t 
drive discharge. Hartmann's observa dary auto- 
ability to resist regression of the seco. ark of eg? 
nomous functions of the Ego is a ads to specu” 
strength needs to be pondered and lea analogy js 
lation about the quantity of libido. psc develop" 
drawn between libidinal fixations on wor 
mental ego weaknesses. They mention t idee that 
Abraham only in a footnote. They con: ee 
the primary and secondary processes S bility o 
defined in terms of varying degrees of mo! should 
cathexis and that the term ' preconscious 
opped. e 
s pe on the psychopathology a 
psychoses forms the climax of the book; d ty 25 
attempt is made *to demonstrate the neces f 
well as the value of revising the theories Of 5, 
sychoses to ensure their consonance a in 
structural theory and its corollaries the dua A 
stinct theory and the theory of anxiety as a ae 
of danger’. They reject the opinion that a bre 7 
with reality is the cardinal feature of schiZ is 
hrenia and that the explanation of this break F 
the decathexis of the mental representations 0 


asoned 
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Objects i 
jt E outer world. They consider that the 
[cones 3 E the structural theory, particularly 
the clinical - 5s egression of ego functions, explain 
than the s enomena of the psychoses better 
Tecathexis mie of libidinal decathexis and 
fail to Ed any readers will feel that the authors 
limitation S at this point. They will deprecate 
little is kn © any one theory in a sphere where so 
analyst ie ey although all would agree that an 
e'has d d constantly ask himself what theory 
comparatively « his utterances to a patient. It is 
We no lon d easy in psychoanalysis to state that 
much i a hold some concept to be exact; it is 
n fact, in to state what we believe to be true. 
sifting b Psychoanalysis, a prolonged process of 
if one qe any minds of views appears to occur, 
and if one oM over the years of its existence; 
nature of e in mind the extremely complicated 
Process is pr. material with which it works and 
Yields a probably essential to its advance this 
tice as i ie modification of theory and prac 
Alongside ney experience and theories meet- 
analysts n ai are those insights which all 
aa than Miu ue some times but some fat 
to T “asides? of mente these the most famous 
C Science of psych . These also are precious 
à inued Droe oe and essential to its 
rigorssived with although they must of course 
TOUS testing as caution and subjected to as 
E insights mi m be. Yet, one way in which 
rigid cathodes t be curtailed would be by 2 
inally, I wi ie of approach. 
ail, (1) On sh to comment on two points of 
Wing passa page 138 the authors quote the fol- 
nterpretati, ge from the Standard Edition of The 
Organic p on of Dreams: ‘If Irma’s pains had an 
lesponsible fe, once again I could not be held 
Ut to ees for curing them; my treatment only set 
his transl rid E hysterical pains.' They consider 
ive: «qe Lr misleading’ and offer the alterna- 
Not be m ma's pains had an organic basis it woul 
Passage y obligation to cure them.’ The original 
tmas Sana follos: ‘Wenn die Schmerzen 
| THAI apes begründet sind, so bin ich 
eine K, zu deren Heilung nicht verpflichtet. 
hm Br beseitigt ja nur hysterische Schmerzen. 
versi id view, the change in tense in both English 
rill ns could be misleading; I prefer A.A. 
a S version: ‘Jf Irma's pains are indeed of 
iae origin, 1 am not bound to cure them. My 
tment, of course, removes only hysterical 


Pains? (Allen and Unwin, 1916). 


det: 
lo 


authors remark on Freud's 
use of the phrase *esprit d'escalier’ to describe the 
psychical censorship. Freud surely had his own 
ferring to the phrase ‘It’s only a 
e of esprit d'escalier on the 
censorship’. The German 
a transliteration, is not 
for even ‘afterthought, 
vent’ (which the authors 
nwitz) has a more 


(2) On page 137 the 


reasons for re 
dream’ as ‘an exampl 
part of the psychical 
Treppenwitz, though 
*exactly equivalent", 
cleverness after the € 
accept as à translation of Zreppe 
specifically personal connotation than the original 
French. Freud's point here would seem to be that 


the psychical censorship is a system of ideas. 
J. C. B. SYM 


Patterns of Meaning in Psychiatric Patients. 
By I. M. Marks. Maudsley monographs. 


This monograph explores the relationship be- 
tween abnormal behaviour and concept meanings. 
The author uses the Semantic Differential (s.D.) 
technique of Osgood to investigate the extent to 
veste e HE OR 

and QS 


(psychopaths ) RSS 
internal process condensing EANAN 
c tests the notions that obsessives fear 
ression excessively, and that psycho- 
them in this respect. The author 
reviews literature on S.D. used in studies of other 
psychiatric groups. He carries out clinical valida- 
terial under review, and 


tion studies on the ma 2 
identifies differences in scale-checking styles 


between controls and patients. 
ked differences between 


His results suggest mar 
self which are disturbed in both obses- 
sionals and psychopaths and not in controls, and 
which are disturbed in psycho- 

aths and not in obsessionals and controls. In the 
emotional field, concepts indicating fear of anger- 
hostility emerged from psychopaths only, and 
anxiety from both morbid groups. The first hypo- 
thesis, therefore, tends not to be supported, and 


the author proposes others. 

The results might suggest that the s.D. as an 
instrument is not quite penetrating enough to cope 
en to it. 


with the job giv This might be true of the 
technique a5 à whole, or might be the outcome of 
the nature of the adjectival scales chosen, which 
seem to allow culturally conventional meaning to 


be given to concepts. IAN/CAMERON 


perience’. H 
their own agg! 
aths differ from 


176 


An Introduction to Psychotherapy. By SIDNEY 
TARACHOW. (Pp. 265. 35s.) London: Ho- 
garth Press. 1965. 


This is a practical guide to psychoanalytically 
orientated psychotherapy as taught in case- 
seminars by a psychoanalyst to American resi- 
dents starting to specialize in psychiatry. The 
resident is presumed to have an elementary know- 
ledge of psychoanalytic theory, but the author 
defines psychotherapy as differing from psycho- 
analysis by the fact that all psychotherapeutic 
techniques have one or all of the following quali- 
ties. They (1) supply the infantile object in reality 
(in contrast to psychoanalysis), (2) supply dis- 
placements (i.e. new Symptoms and/or resistances), 
(3) supply stability (i.e. ego or superego building, 
or education, or reality events). 

The book takes the form of seminars between 
teacher and residents, covering the most com- 
monly encountered difficulties in psychotherapy. 
The first part is devoted to consideration of 
psychotherapy of the hospitalized patient, with the 
modifications required, the ensuing administrative 
difficulty, the place of education in treatment, 
structuring the treatment situation, and the goals 
of treatment. 

The second part considers specific clinical prob- 
lems—the initial interview, Obsessive-compulsive 
defences, acting out and psychopathy, depression 
and suicidal risks, masochism and paranoia, 
paranoia and homicide. 

The book closes with a discussion of the prob- 
lems of the supervisor of psychotherapy, empha- 
sizing that the supervisor should function as an 
instructor and not a psychotherapist. 

The form of a dialogue between Supervisor and 
residents is adhered to throughout, resulting in a 
lively exposition of commonly met difficulties. 
Despite the American hospital setting, which 
makes some aspects inapplicable to British 
psychiatry, this is a valuable and readable book 
for the beginning psychotherapist. 

ENID CALDWELL 


Estrangement and Relationship— Experience 
with Schizophrenics. By FRANCIS A. Mac- 
Nan. (45s. London: Tavistock Publica- 
tions. 1965. ! 
Dr McNab is a theologian who has atone 

psychology and his book is the fruit of his attemp 
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as a Christian to grapple with the problem i 
schizophrenia. Theoretically he draws be 
from existentialist sources and for prartical SA 
perience he turned to group work with d 
phrenics. He records his group experiences V al 
acute and chronic patients in an Aberdeen pi 
hospital, where he conducted open groups pe E 
and convalescent patients for a total of n 
sions and held meetings three or four times w 1 
for 189 sessions with six chronic male patet v 
of whom had been in hospital for at wer | 
years. With these disturbed patients he “king 
painted murals, had singsongs and noise-m oup 
contests, organized group speeches so E iher 
Scrutinies and arranged outings to gather I calth- 
and have tea with a Professor of Mental drama 
The members developed their own pus who 
and tape-recorded messages to their aep ; 
met in another group with the author s senses 
Sometimes they talked nonsense, vapeur 
at times they are tragic and at times hu ment 9 
and the author's account of the bw is well 
relations between the members and ee of this 
observed and, at times, even moving. In "involve" 
Dr McNab’s intense personal interest, ! 
ment and courage are evident and E sy 
makes fascinating reading. Lacking t wie 
trist’s preconceptions as to lie aviour of 
schizophrenia and what the correct be boldly ant 
group therapist should be, he at for his 
emerges unscathed and with much to r 
experience. " f cu 
His book includes a succinct e ih wil 
rent psychiatric views on schizophr lified, and 
be valuable to those not medically qua Juding h 
brief summary of existential thinking d he hà 
views of Heidegger, Buber and Tillich t ion as ? 
found useful in coming to his own [aget as 4 
eclectic existentialist. He sees existentia cds f 
method of research rather than as a 2 making 
psychotherapy and is properly cautious "m des 
therapeutic claims for his work. He conc" jlo- 
discussing his experience in the light RU i 
sophical background, dealing with schizop sim 
as an estranged, decisionless state and E nips 
authentic existence. He treats his relations sae 
with the group in terms of encounter, particiP 
tion, mutuality and confirmation and illustr 
the presence and absence of these factors 
examples from his group experiences. y 
Most British psychiatrists with their dece 
rooted empiricism will be unsympathetic to P 


chia 
tutes 


a 
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philosophi 
"osea nen and will remark that all 
Sisiever im B spond to kindness and attention 
may find the heoretical foundation. While they 
will none » Miu s philosophy abstruse, they 
evident pa find themselves impressed by the 
ability to ier y of his practical work and his 
his readers vp both with his patients and 
concerned a o members of the clergy actively 
ith mental illness, it can be recom- 


mended ; 
as challenging and disturbing reading. 
1. M. INGRAM 


"doles, 
P reri en of Step: Their Treatment ina 
Bien m Hospital. By Peter G.S. 
PTT. Detroit: ME 
Press, 1965. roit: Wayne State University 


This j ó 
apie. dente pan book on an important 
Psychiatric ugh properly recognizing that à 
Provide erai for disturbed adolescents should 
reviewer that. nal controls, it would appear to the 
*80* type in uem are of a “superego” rather than 
© short st e hospital system that is described. 
Certain im Pd nature of the unit may justify a 
'S a reco io arbitrariness, and although there 
Ospital d that adolescent behaviour in à 
aie PURA, ie is partly the result of peer group 
50 a function of tpe » little awareness that it is 
f, patients and Pu whole social environment of 
pati © staff conf eir way of life. One is alarmed 
co, Dt is pres erence at which apparently the 
{uation 5 ent, and almost casually there is an 
alization : tween the need for prolonged hospi- 
Aa, nd ‘an environment such as a state 
„Thes 
with ends of controls devised by the hospital, 
ard via a S movement from seclusion to an open 
Series of p isturbed ward, would imply a possible 
act that aii oken staff-patient relationships. The 
Cems to i Staff members may restrict ‘privileges’ 
SXperienc, imply that the adolescent patients must 
Step out e the threat of constant rejection if they 
Should p a line. The idea that secluded rooms 
Ul to m eliberately spartan and that ‘it is help- 
Which e differing physical arrangements. - - 
and Penne special emphasis on the restriction 
Appears opes of continued external controls 
Peutic o the reviewer as punitive, anti-thera- 
Cum b unnecessary. The essence of external 
wh, ols, which are necessary for some patients 
O cannot implicitly identify with staff and the 
mores of the social system in which they are 
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living, is that they clearly demonstrate to the 
patient that he is cared about without being 


punished. 


The group therapy described is highly directive 


and one suspects that the patients may learn what 
is required and offer it as a sop to staff in order to 
be released; something which is not unknown in 
those parts of the British Borstal system which 
practice group counselling. The ideas behind 
Dr Beckett's therapeutic concepts seem OVer- 
manipulative. 

If the book is written for psychiatrists the fol- 
lowing type of statement is remarkable: ‘one 
should not be alarmed by these vivid expressions 
of feeling’. Similarly it is striking that the concept 
of ‘identity’ is not mentioned. The idea that nar- 
cosis may be applied to those patients who show a 
‘meaningful relationship with their physician’ but 
who may not be able to bring up ‘significant feel- 
ings or jnformation’, to this writer would imply 
that the author has no concept of how assaultive 
this procedure may be to the disturbed 
adolescent. 

The author accurately mentions the unsatis- 
factory results of drug medication in adolescents; 


by implication he appears to mean the pheno- 
nes, with this the qiewer would age 


thiazi 

M^ " Q 
The author fid apt qea © 
have disappointing results in adolescents WS 
repeats the reviewer's experience. Tt would appear 
that the implicit condonation of the adolescent as 
a dependent member of the family by the psychia- 
trist, with such a technique, is SO great a threat to 
the budding development of a separate identity 


that poor results are obtained. 
ly the unit described is for both 


Although proper! 
sexes the specific problems of treating girls are not 


discussed. 
This is not à book that can be 


the novice in the subject and it 
the more experienced. 


recommended to 
has little to offer 
DEREK H. MILLER 


Behaviour Modification : New 
ts and Implications. Edited and 
introduced by LEONARD KRASNER and 
LEONARD P. UrtMAN. New York: Holt, 
Rinehard and Winston. 1965. 
Readers of this book should not be deterred by 
its unpromising beginning; perseverance will later 
lead them to penetrating experimental work in 


Research in 
Developmen 
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humans of import for psychological treatments. 
The editors misleadingly Suggest that psycho- 
logical and medical models of maladaptive be- 
haviour are mutually exclusive instead of comple- 
mentary; this restriction leads them to distort 
otherwise useful material: for example, they sug- 
gest (p. 8) that results of operant conditioning in 
disturbed and feeble-minded children show *no 
basic deficit except in the rate at which these chil- 
dren acquire new types of behavioural control’, 
ie. they learn slowly. This very rate itself, of 
course, could be the basic deficit resulting from 
some pathological process, even though an oper- 
ant analysis contributes to our understanding of 
the final handicap. Similarly, Ferster spoils an 
interesting survey of reinforcers in diverse situa- 
tions by excessive claims for his behavioural 
classification. He equates (p. 26) the agitated 
movements of certain depressions, phobias, obses- 
sions and compulsions as all "essentially a depres- 
sion in terms of the functional relation of any 
significant behaviours to positive effects in the 
milieu'—not a startling revelation about four 
rather different phenomena. The quotes also 
bring out the regrettable jargon which makes 
much of this book difficult to read. 

There are some very refreshing sections— 
Bandura's excellent work on the importance of 
modelling for learning in children is Supported by 
Kanfer's evidence for the potency in adults of 
vicarious learning through Observing other people. 
Both findings have obvious clinical implications. 
Matarazzo, Wiens and Saslow show experi- 
mentally that speech duration of therapists affects 
that of patients—work on their lines may even- 
tually influence psychotherapy techniques materi- 
ally. Hastorf's stimulating work shows that leaders 
rise and fall in small groups as a function of sur- 
prisingly simple variables. These and other 
Writers respect the complexity of their material, 
and make rewarding contributions which they try 
to integrate with more traditional knowledge by 
looking inside the ‘black box’, They provide 
encouraging signs that the hitherto painful rift 
between experimental and clinical workers is 
healing slowly, to the greater advantage of both. 

ISAAC M. MARKS 
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Case Studies in Behaviour Modification. Edited 
and introduced by LEONARD P. ULLMAN F: 
LEONARD Krasner. New York: Holt 
Rinehart and Wilson. 1965. 


The editors of this volume valiantly E. 
quaint sword of behaviourism to dispel the 
Spectres of medicine and psychoanalysis ore 
field of psychological disorders. An ae an 
approach would be to absorb past ee 
mould them according to present needs. ave 
nately many contributors to this volume Hear 
entered this more sophisticated phase. TA "T 
contains fifty papers whose common them logical 
direct behaviourist treatment of psychologt 


the 
win 
the 
ive 


e dis- 
problems by a variety of id wee: 
orders range from severely disturbe nor con 


phrenics to less bizarre neuroses and ws neven: 
duct disorders in children. Their quality 15 experi 
The best papers are not afraid to combine ái à 
mental method with clinical pouce these 
statements about inner feelings. Typical Lind on 
is the elegant contribution by Brady and erant 
the treatment of functional blindness rs ore 
conditioning techniques, used together E me 
conventional psychiatric manages DEN 
thought-provoking issues are raised by k control- 
tional analysis of the symptom. The on T pobias 
led trials of any size are in the treatment pe that 
—these are careful, convincing, and monstrat 
writings in this area are beginning to de 
as well as talk about scientific method. 
In a developing field one must expect 
small case-studies which illustrate min 
of technique to achieve limited goals, 
constitute the bulk of this collection. a 
useful new adaptations in treatment of s disor 
orders, anorexia nervosa and behaviour E 
in children, while other papers are m 
lemic interest so far. ces 
^ book could have included more aav 
in the practice of psychotherapy for eM gin 
problems—there is much good work emer fica” 
this area which qualifies as ‘behaviour mo teres 
tion’. Many papers in this volume are of orm 
to those actively engaged in developing new ARES 
of psychological treatment. ISAAC M. M. 
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‘social repercussion’ 


By A. H. CRISPT 


X INTRODUCTION 
Es psychodynamic v 
erive f, sin adult humans is thi a 
and min reactivated emotional conflicts 
8stablish en attitudes which were first 
tis "i" a early childhood relationships. 
are rec. n such relationships or circumstances 
Dxiet apitulated in later life that neurotic 
med is expected to re-emerge. Conflict is 
"m thought to centre around the indivi- 
Teate exual and aggressive impulses and their 
longior emergence within dependent rela- 
9od a s This conflict, which in early child- 
som mainly interpersonal, is later thought 
Ukra a become intrapersonal. It js also 
Uch c ed that neurotic anxiety deriving Pn 
hic is often thereafter avoided by 
Which $ psychological and behavioural devices 
lona] may also come to symbolize the emo- 
Ware conflict. The patient is said to be re 
efen of the latter. The mechanism of such 
ut "iQ activity and ‘repression’ ÍS not ps 
Bos level of anxiety may itself preclude 
avoid awareness and it may be that the ee 
indivianes reactions also serve to divorce t J 
Stim ual from an awareness of the origina 
ulus, 
eng Ponents of this view mai 
tom ae symptoms often have 
and | e anxiety observed in the usua i 
human experimental neurosis situations- 
Or instance, from such a viewpoint, 29 


iew of neurotic 
hat they usually 


ntain that human 


different sources 
J animal 


th Inter- 


n abbreviated form, at 6 
on, 


* Paper read, i 
s of Psychotherapy, Lond 


Natio, 

ia Congres: 
t Senior Lecturer in Psychiatry, Academic Psy- 

chiatric Unit, Middlesex Hospital Medical School, 

London, w.1. 


12 


monosymptomatic travelling pho- 
ay be seen to be associated 
d actual frightening experi- 
ence whilst travelling. However, the therapist 
more attentive in his inquiry and 
subsequent therapy to the possible existence 
of previous insecurity and overdependence in 
the patient. Equally the symptom might be 
seen to be more indirectly protective—for 
instance, preventing the patient from indulging 
in his or her feared sexual or aggressive im- 


pulses, deserting the home or spouse, playing 
wed assertive role, etc. 


the ambivalently vie 

In addition it is sometimes claimed that most 
chronic symptoms may in time come to be 
modified by the ongoing neurotic needs of the 
individual—the symptom may acquire secon- 
dary gain by coming to further resolve residual 
or additional conflict. 

It is in such views as these that the concept 
of ‘symptom substitution’ is based. Thus, if 
neurotic symptoms have such complicated 

ersonality, interpersonal and social determi- 
nants it is to be expected that removal of a 
symptom by treatment will lead to a disequi- 
librium in the intrapersonal or interpersonal 
eychological situation. The same or other 
symptoms would be expected to redevelop 
either in theindividual orevenin the significant 
erson OF persons involved in the neurotic 
‘on unless either the individual or the 
situati nwhile changed for reasons 
outside of the specific therapy and its aim. 

«Behaviour therapy’ therefore provides one 

eansof investigating psychodynamic theories. 
Thus therapy is often concentrated and aimed 
ata symptom. So long as other variables in the 
treatment situation can be controlled by 

Med. Psych. 39 


apparently 
bia in an adult m 


with an earlier an 


might be 
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elimination, measurement or the use of un- 
treated comparable subjects it becomes more 
possible to evaluate the effect of specific treat- 
ment upon the symptom and the general 
clinical state. 

A general account of the group of 54 patients 
studied and referred to in this paper has been 
given in another paper (Meyer & Crisp 1965). 
The patients were all suffering with psycho- 
neurotic illness, often with phobic symptoms. 
They were all treated by ‘behaviour therapy’. 
Following the treatment Process 15 patients 
(28 %) were rated ‘much improved’ in respect 
of their symptom, 24 patients (44%) were 
rated ‘slightly improved and 15 patients 
(28 %) were rated ‘ no change’, 

Some major factors thought to be influen- 
cing symptoms and Beneral clinical state in this 


series of treated patients during treatment and 
follow-up are as follows, 


(1) Specific treatment 
operant conditionin & classical conditionin gor 
desensitization procedures. 

Q) Relationship to therapist, 
neurotic: (a) superficial or reacti 
viding a new experience for the p 

(3) Other interpersonal inte 
Ward staff; (b) other patients 
employers etc, 


(4) Changes in social milieu: (a) change of 
ward: (b) discharge home; (c) return to work. 
(5) Other trea 


tment: (a) drugs, (b) psycho- 
therapy, 
(6) Menstrual cycle. 


(7) Concurrent other illness, 
In the present 


programme—usually 


normal or 
ve, (b) pro- 
atient. 

ractions: (a) 
; (c) family, 


study an attempt has there- 
fore been made (a) to quantify some aspects of 
‘transference’ in some of the cases and to 
record the emergence of new, types of behaviour, 
in addition to any symptom change, in the 
cases during and immediately following treat- 
ment; and (5) to discuss the significance of the 


findings. 
“TRANSFERENCE” 
“Transference? (Freud, 1912) and ‘counter 
transfe: 


rence’ (Freud, 1910) are psychoanalytic 


terms used to include Some aspects of the 


CRISP 


ient 
respective emotional attitudes of the Pod). 
and the doctor to each other Corsten 
These phenomena are probably m xttl 
(Freud,1909) but are likely to vary to meer 
that the patient and/or the doctor are ship be- 
and to the extent that, in the et tele See 
tween them,such propensities supplem 4 otis: 
plement or in some way clash with s mb 
The notion is that patients mane P oe 
to the doctor from earlier sources. T ^ cy. For 
“counter transference’* arises ae: habs 
instance, a ‘ positive transference y idealiza- 
teristics of excessive submission e acing the 
tion might also be regarded as nem feelings 
patient's denial of ongoing hostile veros 
towards authority which had first pee Met 
in childhood. Such an attitude eh whilst 
sively gratifying for some ee or 
making others overwhelmingly irr ore fully 
anxious. Such notions are discussed m 
elsewhere (Crisp, 19645). * may be 
Psychoanalytically, *transference bw. 
regarded as a subjective process m Pi je trans" 
or externalization. Behaviouristica y appro" 
ference' attitudes may be said to be pe tha 
priate and indiscriminate social plishe 
have generalized from earlier firmly es notion i$ 
(fixed) responses. The psychoanaiyno n from 
that often the patient's neurosis deri 2" atti- 
the same sources as the *transferenc dern 
tudes. To the extent that the there B deal- 
reality fulfil the neurotically demande cce 
ized and dependable role he would be exp! s bu 
to relieve the patient of neurotic s pni 
often at the cost of the patient's persi dt 
dependency on him. To the extent that he ce in 
to fill this Bratifying role, either by his om 
neurotic reactions or when he terminates e' 
relationship, and if the patient’s ‘ transferen 
needs remain unmodified, the patient might d 
expected to relapse, Modification of th 
neurosis through interpretation of the ‘trans 
* Includes feelings evoked in the doctor by the 


neurotic patient even though the former may 
recognize them and uti 


; lize them for diagnostic an 
therapeutic purposes. 


Transference in behaviour therapy 


Een and control of the ‘counter trans- 
therap Is the primary aim of Freudian psycho- 
Itis "i is is attempt to treat the symptoms. 
associated le that ‘transference attitudes and 
tentionall symptoms may sometimes be unin- 
Denon y modified during therapy through 
the the "verbal experiences of the patient with 
study ir Experimental work done on the 
Psychol the doctor-patient relationship asa 
also it Ogical variable in therapeutics, and 
Eilaeste relationship to such concepts as 
lana. effect", ‘transference cures and 
to E improvement", has been re 

tis here (Crisp, 19644, b, c). . 
may ae considered that ‘transference 
i me to contain other ingredients. Thus, 


itm à 
&y have sexual components which can be 


^ H 
and Sexual or homosexual and the patient 
lor the doctor may or may not be aware 0 
ese, 
Seas gel as the proposed implication. of 
ndt erence’ for relief or genesis of anxiety 
he possibility of unintended new learning 


Withi i 
i, thin the relationship, it has been said to 
motivation for 


ed illness his 


1910) and his 
nt, 1957). For 


atan apparent 


ferred 


in 
s also the patient's 
4 in health or continu 
fepe of anxiety (Freud, 
instanoc® of symptoms (Bali 
i ce it has been suggested th 
Provement inthesymptoms under ues 
With represent the patient's desire to comply 
Y the therapist's apparent or expresse 
nena and his wishes for the outcome o 
hj, Dent, in the hope of ultimate fundamen al 
es and change; that " remission’ OF. ru 
aris be related to the patient’s varying pos 
" "i within the ‘transference’, to duc 
8 p on the treatment and the I a 
home behaviour therapists stati 2 
re] S occasionally. encountered therape * 
i, tionships in which their patients appear 
© become intensely dependent upon theman 


hat this has seemed to have an impact on the 
9utcome of treatment 


(Cooper, 1963; Meyer 
& Gelder, 1963)- However, the concept that 
Such a relationshiP is necessarily of a compli- 
Cated ‘transferen? 


e that they 
tic 


e° kind, embodying such 
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confilicting factors from the individual's past 
as dependency needs, hostile feelings, ideali- 
zing attitudes and sexual needs, any of which 
might be aetiologically relevant to the present- 
ing neurotic symptoms, is dismissed as a sub- 
jective clinical notion (Eysenck, 19634). 
Eysenck (1963a) has erected an alternative 
theoretical concept, based in learning theory, 
in an attempt to explain the phenomenon. He 
proposes that the patient who is responding 
well in the treatment situation (for whatever 
reason) would be expected to generalize the 
gratifying source of improvement on to the 
therapist and thereby develop a pleasurable 
relationship with him. He presents some margi- 
nal experimental evidence for this view. Jones 
(19605) stresses the possible relevance of 
previous interpersonal relationships, say with 
the father, for ‘transference’ and clearly con- 
strues the latter in learning-theory terms. The 
relevance of social interaction for learning in 
humans has not been widely studied, although 
itis known that the level of anxiety influences 
the capacity to learn both in humans (Inglis, 
1960; Jones, 1960a; Nicholson, 1958) and 
animals (Broadhurst, 1959) and there is also 
some experimental evidence that animals learn 
more quickly when there is greater benevolent 
social interaction and contact between them 
and the trainer (Rosenthal & Lawson, 1964). 
Ata clinical Jevel behaviour therapists are now 
sometimes treating patients who have symp- 
toms of anxiety in relation to authoritarian 
figures (including therapists) with assertive 

olpe, 1958). Other workers claim 


therapy (Wolp 
to have controlled the suggested ‘transference’ 


variable in therapy (Lang & Lazovik, 1963; 
Lazarus, 1961; Wolpe, 1962). However, if 
«transference * remains a variable concerned to 
some extent with a state of ‘being in the thera- 
eutic situation’, if it does enter into therapy 
whether it be behaviour therapy or psycho- 
therapy (Gelder, 1965) and if it does vary 
yalitatively as well as quantitatively depend- 
ing upon the therapist and the patient, then 
suh procedures will not always effectively 
It might seem possible to control the 


controlit. n 
therapist and the patient variables by main- 


12-2 
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taining these unchanged whilst behaviour 
therapy and Psychotherapy are conducted 
alternately. Unfortunately ‘transference’ is 
still difficult to maintain unchanged in an on- 
going relationship and a complicated experi- 
mental design would be necessary to try and 
control this. Some of the other problems of 
this type of research have recently been referred 
to by Shapiro (1964). 
Alternatively an effort can be made to ex- 
amine the ingredients of ‘transference’ and its 
relation to clinical change in a Specific thera- 
peutic situation. Clinically, behaviour therapy 
often seems to involve the therapist in a close, 
directive, controlling, benevolent role in rela- 
tion to the passive patient. Such a relationshi 
Would be expected, on most PSychodynamic 
grounds, to be initially particularly gratifying 
and anxiety-relieving for many psychoneurotic 
patients, 
In the present stud 
has been made to me 
the possible *transfere 


ence’ scores have b 
200 because this c 
encountered in su 


€en plotted between 0 and 
Overs the range of ‘scores’ 
bjects who have been judged 
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to have extreme positive or negative Pe 
ference' at a clinical level. The clinica ew 
has been scored on a 0-80 scale in gne iba 
specific symptom under treatment has qua 
general status of anxiety and depressio oring 
Score has been arrived at by the patient renal 
appropriate cards to describe his or » aeris 
state (Crisp, 19645). An independent p: Tal 
atric assessment was also made on the 
occasion. It was never found to differ aa d 
patient's self-rating in determining mon 
clinical change since the previous pe way 
Some measurements obtained in we yto 
during the application of behaviour sepe t 
eleven successive patients are presente 
The therapists were male. he 
Dnus. Looking at the eleven chat e 
most general finding is that there s Lapi 
some overall relationships between ajor 
ference' and clinical course. Thus, the por 
Clinical changes during treatment ht by 
associated with or occasionally prece lan 
(this is particularly obvious in cases eeh 
7) appropriate change in ‘trans cp 
‘Transference’, as measured at the e ship 
treatment, tends to bear the same Pop s 
to ‘transference’ as measured at the d 
treatment in any one case as do the two cl ning 
states to each other at the end and begin tate 
of treatment. Thus, where the clinical ad 
remained unchanged, ‘transference ae the 
unchanged at the end of treatment; whe sas 
clinical state was improved, ‘transference be 
also more positive at the end of treatment. ach 
more difficult to assess the significance pet 
particular ‘transference’ shift. Thus the m Ó 
lems of ultimate practice effect (Crisp, 19 “ 
and the significance of difference a 
‘transference’ scores probably varies betwee! 
individuals and within the same retested indi- 
vidual. In this study the other treatment vari" 
ables mentioned frequently impinged on the 
situation in a way which would be expected tO 
hip of *transference 


‘Transference score? 


* Transference score’ 
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patient no. 1 the state 
always (27 out of 31 
relationship to directi 


changes of the preceding assessment irrespec- 


tive of the present trend of the latter. The 
assessment of this particular symptom was 
made not only on the patient’s report but also 
on the basis of direct observation of level of 


anxiety in the therapeutically contrived situa- 
tion. 


of the symptom nearly 
times) bore a direct 
On of ‘transference’ 


In the group of female patients initial ‘ trans- 
ference scores’ in both areas bore a predicted 
direct relationship to symptom state at the end 
of treatment, i.e. low “transference scores’ at 
the beginning of treatment = a more positive 
‘transference’ at that time — more successful 
Outcome (Table 1). Or perhaps more simply, 
female neurotic subjects who liked the thera- 
Pistfrom all points of view, even after they had 
only had fleeting contact with him (it was at 
this point that the first assessment was made), 
did best in the immediate treatment situa- 
tion. Thus, in this group, ‘sexual’? and 


beat 
“dependency transference’ apen both 
a close relationship to each other so nsferenc? 
separately and sumipated, as ‘tra nship t 
Scores', they bore the same parve con“ 
clinical change. Such a finding as pex eeds 0 
sistent with the clinically identifiable n! 
such patients. 


tive transference’) ini 
clinically. However 


in contra-distinction to the remainder of th? 
group, had both been Considered, in the initia 
psychopathologica] 4. 
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Table 1 
(Symptom rating: 2, much improved; 1, slightly improved; 0, unimproved.) 
Initial 
‘Transference Symptom Symptom 
A Scores” ratingat rating 
ge of Age a g= end of 6months 
Patient — Diagnosis —E I TOR PeR Total treatment later 
1 Females 
2 s Thunder phobia Direct desensitization “4 3 22 5 1 1 
3 Es Agoraphobia Direct desensitization 34 38 66 104 1 0 
4 Agoraphobia Desensitization of 34 48 64 110 1 1+new 
: ili symptom 
4 feelings of hostility " 
34 Obsessional Direct desensitization 32 50 94 es 9 0 
5 neurosis (rituals) À -— 
86 Agoraphobia Direct desensitization 44 90 68 158 0 0 
Males 
6 EF — — 2 
27 Craft palsy Relaxation, retraining, 4 ps piu 
Pa assertive theraPY — 4, a ue 1 Jpn 
8 2 Socialanxiety Direct desensitization d oe x 1 1 
9 a Social anxiety Direct desensitization — 2o É -— — 1 0 
lọ 26 Agoraphobia Direct desensitization 3, a = 0 0 
U 36 Craft palsy Direct desensitization a A oS 0 0 
22 in Assertive training a 


Psychogenic pa 
ion to paternal 


tio 

n e 
ie conflict in direct relati a 
tes as the major source of their neurotic 


Ymptoms, A 


‘ 
T SYMPTOM EMERGENCE’ (NINE CASES) 
his term has been coined to cover the 


e H 
“evelopment of symptoms during treatment 
d. In the 


he immediate follow-UP perio e 
ing € occurrence of new symptoms. p 
ie ptomate treatment associate 

ir lation of the specific symptom. 
Med *symptom substitution’ OF $ 


Shire» 1 
tft”. This is mainly a clinical notion f 
matic study o 


are some reports of the syste 

ah apparent E eua particularly 1n ine 
X of psychosomatic disorder and these have 
cently been reviewed by Kissen 
Implication is that such new symptom i 
Tom persistent underlying emotional conflict 
Which previously ound expression through the 
Original symptom: Such a notion is central to 
Psychoanalytic thinking, which proposes that 
any one neurot^ symptom is in reciprocal 


substitutive dynamic relationship to either (a) 
underlying anxiety (which behaviour therapists 
may call c.a.D.), (b) the ‘choice’ of another 
meaningful symptom (Freud, 1949 a, p. 53) (c) 
a ‘transference neurosis’ (Freud, 1949 5, p. 39), 
or (d) other * substitutive satisfaction? (Feni- 
chel, 1946). Critics of this notion (Eysenck, 
19635; Grossberg, 1964; Wolpe, 1961a; 
yates, 1958) suggest that (a) the concept of 
underlying conflict is unproven and (6) that 
occurrence of ‘symptom substitution’ is rare 
in reported successful outcomes of treatment 
of symptoms by behaviour therapy (Lazarus, 
1963; Wolpe, 1961a, b). Meanwhile, Jones 
(19605) has argued that it is predictable from 
ing theory that new symptoms will occur 
if the stimulus situation and C.A.D. are not 
Bookbinder (1962) defends the 
concept of ‘symptom substitution” from a 
y viewpoint, saying that such 
new symptoms are often difficult to detect. 
symptoms in psychoneurotic illness are 
sometimes restricted by definition to the 


removed. 
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patient's complaints. Additionally the patient 
may exhibit apparently incapacitating be- 
haviour but without complaint. Finally, the 
psychodynamically minded psychiatrist some- 
times claims to recognize emotional conflicts 
of which the patient may be unaware as evi- 
dence of continuing illness or he may claim 
that new symptoms are emerging in people 


subject to significant interpersonal contact 
with the patient. 


To cite an example: a 44-year- 
patient with a 12-year histor 
in which she was com 
when accompanied by 
by relaxation and pr 
intensive thera 
a short specific 


old female 
y of agoraphobia, 
pletely housebound except 
her husband, was treated 
actical retraining. After 
Py she was able to walk along 


route from her home to a shop and 
back—she was unable to deviate from this route. 


She was fundamentally a capable, lusty woman 
married to a passive, dependent man but with an 
ambivalent attitude towards her own role and 
towards the husband. The marriage was unhappy. 
During subsequent follow-up interviews the 
patient was eventually able to Say: ‘If I could, I 


would leave my husband tomorrow—but I can’t 
get out.’ 


The behaviour therapist, viewing the out- 
come of treatment of the Specific symptom is 


entitled to say that there is moderate im- 
provement. The Psychodynamically minded 
psychiatrist is likely 


to minimize the degree of 
Symptomatic improvement and remain con- 
vinced that, as a meanin gful neurotic symptom, 
it remains unaltered, In our present state of 
knowledge it is th 


erefore perhaps more im- 
portant to describe all changes within the 


context of the individual’s total behaviour 
rather than to arbitrarily rate them and their 
significance. 

In the present series of patients new symp- 
toms and other behaviour changes did not 
emerge with the regularity predicted in the 
group. In those patients treated as in-patients 
senior Psychiatrists, whilst predicting ‘symp- 
tom substitution’, could not always agree on 
the nature of the proposed symptom. Indeed 
some patients with no detectable common 
characteristics as a group recovered from 
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ial anxi- 
accompanying symptoms such as iecit 
ety and depression when their symp pen 
treatment improved. The amie iad 
pretation of this was that these symp rer 8n 
been reactions to the original lear 
that they might therefore have = ically 
to remit. This view was not always ae voti 
evident. Thepsychodynamic view in some inre 
was that the patient had undergo ronel 
tuitous learning esperien Paneg counter? 
the therapist's ability to control hi honc 
transference'—within the intense uitio 
ence' situation, which had been therap ; 
; vel 0 
A few patients showed a fluctuating na often 
depression and other symptoms whic ane the 
difficult to quantify and relate to any di develope 
symptom under treatment. Two patien mptom itt 
quite marked depression as their syn nished (0 
proved. The depression subsequently di rsisted tO? 
someextent in each case but thereafter m develope 
greater extent than before. One patien fie ECT: 
severe persistent depression and ae pects. 
Subsequently he ei succus, adire symptoms, 
Another patient developed physica i Forty 
necessitating her re-admission to — pare ntly 
after discharge from hospital following Fi in her 
successful treatment of her fear of pes gyna 
home alone. Her physical Cc pem cad pad for 
cological abnormalities which she somplaint: 
many years past without previous ospital she 
Following her second discharge from 
came depressed. obia 
j Jonie ta patient was treated ue pp 
of large ‘creepy’ insects. She had ma i m was 
difficulties including frigidity and her YAE her feat 
regarded as meaningful in that it reflecte a 
of being touched and also ensured that sh aite 
not travel to Rhodesia where her fiancé aw aA 
her. Treatment of the symptom, by relaxation 
practical retraining, was associated with Hs 
sion of the phobia, However, before going e 
Rhodesia the patient broke off her recent engag 5 
ment and instead became engaged to a young m4 
whom she left behind in England. 


Another female patient was treated by relax?" 
tion and practical Tetraining for chronic symp 
toms of hand tremor and feelings of tension evoke! 


symptom, became mor 
started to gain weigh i 
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Bu and complained of this and of severe acne 
- also developed. 
E treated for overeating by an operant 
regime es technique associated with a dieting 
pressed ecame increasingly hypochondrial, de- 
his w. and finally paranoid as she lost weight. 
ol iia considered by most staff psychiatrists 
Symptons this to be a cluster of true substitute 
Tegar ed Her overeating had originally been 
What e as a defence against depression. But to 
State du might such reactions be *normal' in à 
s sustained hunger? 
ei (1960) has commente ; 
ing nets t itself in producing symptoms of increas- 
Writer’ iety. One of our patients briefly treated for 
increa: S cramp by a punishment technique became 
inter Singly tense and depressed. Subsequently 
ion Pretive psychotherapy together with relaxa- 
Ta E aE was embarked QC es 
1965). ed improvement (Crisp & Mo y, 


d on the effect of 


his, Second patient, a young man with a 5-year 
frei of delinquency and drug addiction was 
dire ed by psychotherapy and aversion therapy 
Sti at his drug-taking. Following discharge 
Settled ospital he behaved surprisingly norta - 
Stop, down in a job, related. well socially an 
hee taking drugs. He became de 
Plain, Sychotherapist and developed an ae 
this t of excessive sweating. It iS notewort inen 
With 2 eating first became severe In associa 
apprehension during the unpleasant aver 


ew com- 


sion 


ussit with anyone 


omsin emale 


ibant were sometimes foun 
-menstrual period and to menstru 
n one patient the pre-menstrual timi 
clearly with negative « transfer- 


the therapist (a male) and with 
ical deterio- 


] state 


Ni quce 2 tives and the i al 
Ward, visits from ela! nd the intense, usu y 
;ionships which sometimes sprung 


transi tio’ 
itory rela 5 
i tween patients. 
Up in some sec" y be p ts. 
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A number of patients whose symptoms im- 
roved during treatment remained improved over 
the follow-up period and did not themselves pro- 
duce new symptoms. However, very few patients 
have yet been discharged fully from care and the 
factor of the possible therapeutic effect of con- 
tinued sanctioned dependency on the therapist still 
remains. 
SOCIAL INTERACTIONS AND 
REPERCUSSIONS (SEVEN CASES) 


The apparent relationship ofan individual's 
neurotic character or symptom(s) to his or her 
interpersonal relationships has been examined 
from a number of different viewpoints 
(editorial, J. Amer. Med. Assoc. 1964; Kellner, 
1963; Pond, Ryle & Hamilton, 1963; Post & 
Wardle, 1962; Slater & Woodside, 1951; 
Sullivan, 1955; Wolf, 1960). Some clinicians 
regard many adult neurotic symptoms as 
deriving from faulty interpersonal relation- 
ships which are themselves recapitulations of 
early childhood patterns. The patient's symp- 
tom is regarded as a symptom of the neurotic 
interaction between the patient and his signifi- 
cant environment (e.g. spouse, parent, em- 
ployer, child). An appropriate modification of 
the environment would be expected to modify 
the symptom. Any isolated modification of the 

atient’s symptom would be expected to lead 
to the emergence of a new symptom in the 
atient or the significant environment. Other 
workers have emphasized the importance of 
the stress of the illness itself for the develop- 
ment of reactive illness in the family, etc. 
(Buck & Laughton, 1959; Gregory, 1959). 
Under these circumstances, when the primary 
illness diminishes the other symptoms and 
illness in the family would be expected to remit. 
Kellner also found other sorts of interaction; 
for instance in his study, some chronically ill 
relatives of patients did not complain of symp- 
toms until the patient was well but they then 
felt free to do so. Some of the problems of 
assessing interpersonal functioning in relation 
to disease have recently been described by 
Goldberg (1964). 
In the present group of patients an assess- 


ment of changes in the ‘significant environ- 
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ment’ of the subject was attempted whenever 
possible. To this end information was also 
gathered from other informants. The *signifi- 
cant environment? was definedas those aspects 
of the environment, usually the patient's 
family, with whom the patient was considered 
to have a strong emotional relationship. A 
number of phenomena were thus encountered 
in which it was sometimes felt that one possible 
interpretation wasthat they were ‘dynamically’ 
related to the symptom change in the patient. 
This study was not a controlled one and these 
findings remain anecdotal, They are briefly 
described below under three main categories: 


(1) Where changes in “significant environment? 
immediately preceded in time a major 


alteration in the patient's symptom (one 
case) 


nic agoraphobia 
in-patient behaviour 


Symptom; for instance, that if her mother-in-law 
were rendered more ‘impotent’ in some way, that 
the patient would improve. In learning-theory 
terms the patient’s improvement had generalized 


rapidly after discharge from hospital. To this 
extent she was differe; 


nt from the other agorapho- 
bic patients treated. 


In psychodynamic terms this 
process was considered, in her case, to have been 
facilitated by a shift i 


in interpersonal relationships. 
(2) Where Symptom improvement was followed 
by improvements in personal interrelation- 
ships andlor better health in significant 


persons in the patient's environment (three 
cases) 


(a) A patient, with fear of thunder dating from 
the time of the death of her ambivalently viewed 
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; of 
father, improved partially pues iari 
behaviour therapy aimed at systematic des inti 
tion of her fear. Subsequently there was exe 
improvement in her relationship with her ; -- 
The marriage had previously Lowe 1 ^ dodi 
capped by her associated fear of being ou pest. 
during the summer months and aie ossible 
tension associated with anticipation of p 
oncoming thunderstorms. . var of 

(b) A Safier with social anxiety ae re 
spilling drinks was thought by some sh E 
to be a dependent, fundamentally ho! cnsities 
character with anxiety over his sexual ape en 
of which he was barely aware. He m had been 
gaged for several years and the marriagi tient di 
postponed on several occasions. The Pont E 
well in treatment which comprised ay 88 became 
practical retraining. Subsequently Pd zm 
more confident and assertive. He mar aining 
is at present well except that he 22 d to 
weight rapidly and is complaining o 
overeat. . the 

(c) A youth had life-long encopresis. "x WAT : 
point of view of a psychodynamic hypo "-— 
Symptom was considered to be dier apt ther: 
of needs for the patient and possibly hi cnt the 
However, after successful training een E 
relationship with his mother steadily impro 
the mother became less depressed. 


ci- 
(3) Where symptom improvement was -— 
ated with onset of illness or aue "ifi 
behaviour in persons in the patient's si 
cant environment (three cases) 


" man 
(a) A passive, socially anxious pote 
had suffered an exacerbation of mms rbitu- 
sion and the need to take large amounts of Ts wi 
rates and alcohol over the past 3 years, t was 
married to a dominant, socially gay wife. T suy 
found that 3 years previously he had v XE 
nearly killed his wife whilst attempting to than 
her by being somewhat more assertive 
usual. oak 
Behaviour therapy consisted of practica A 
training in the social situations which had prev! 
ously evoked the anxiety. The patient improve 
and became much more assertive and socially 
poised; quite unlike his Previous personality: 
Although he became less depressed it was not 
considered that the improvement was due to 4 
spontaneous mood swing. When the patient 
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a en and adopted his new role in the 
symptom is wife immediately developed clear-cut 
Which iei signs of peptic ulcer, an illness 
(b) A ad been free of for 5 years. 
by b iK married frigid woman was treated 
frigid in I therapy and became no longer 
Feal ince er marriage. There was à history of 
the fath stuous demands having been made by 
manic-den upon the patient. He suffered from 
Patient r pressive psychosis. During treatment the 
ome oe with her husband to her parental 
this time des: her father about her treatment. At 
(c) A ve killed himself. 
a phobia -year-old subnormal girl 
tendered o dogs over the previous 2 years. It 
in the c er completely housebound except when 
always $? stody of her parents. The mother had 
injury lamed herself for the daughter's brain 
e Con had occurred during labour. Since 
e the parents had slept separately and for 
** Past 6 years the patient had slept in the room 


With 
her mother, and the father slept elsewhere. 
obia coincided with 


flirtatious and the 
mi- 


had developed 


pr 
eie For a brief period the patient improved 
Im onse to treatment and during this time the 
evel T became more depressed whilst the father 
Oped a ‘psychotic’ depression requiring 


treatmen a 


DISCUSSION 


i attempt. has been made i 
Variable examine some of the alleged rel 

It in in behaviour therapy- " 
buste been proposed that à ‘superficia 
in d ics relationship may often operate 
tial BVIDUT therapy. For instance, the poten- 
red ofa superficial positive transference LOE 
PME anxiety and enhancing suggestibility 
A y favourably influence the patient's capacity 

earn new forms of behaviour in the spe“! c 
situation. Equally, the relationship 
jy if the therapist is able t° 
ter transference’, might be 
ed, from a psychoanalytic 
de the main learning experi- 


n the present 
evant 


retaining 
Itself, especia 
Control his ‘coun 
Sometimes expect 
Viewpoint, to provi 
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ence for the patient. Thus, the latter might 
learn, through such a relationship, that it was 
safe to assert himself or might readily identify 
with certain characteristics and attitudes of 
the therapist. 

In the present study an attempt has been 
made to examine some ‘transference’ variables 
in relation to clinical change. Such attitudes 
are difficult to measure. An attempt has previ- 
ously been made to validate the present meas- 
ure, including its validity when used repeatedly 
in the same patient (Crisp, 1964 a). However, 
such validity probably varies between patients 
and in any one retested patient. It therefore 
becomes important to see if, in studies like 
the present one, the measure comes to bear an 
ongoing relationship to some other measurable 
variable such as clinical state. This it seems to 
do. There is some evidence that overall atti- 
tudes to the therapist have changed either in 

hase with clinical change or occasionally 
receding it. Thus there is some evidence that 
favourable attitudes to the therapist may some- 
times lead to clinical change. Much further 
the assessment of *trans- 


study. including 
ference’ between intervals of clinical assess- 


ment and vice versa, remains to be done. Thus, 
when ‘transference’ changes appeared to be in 

hase with clinical change in the present study 
it may have been that they were in part deriving 
from the latter. The possible complex inter- 
relation of ‘transference’ and relaxation pro- 
cedures and its implication for learning have 
been discussed elsewhere (Crisp & Moldofsky, 
1965). In order to determine the role of the 
specific behaviour therapy for clinical change 
it is theoretically important to maintain 
«transference * attitudes constant, measure their 
change. OT else conduct the therapy in their 
absence. The latter may be impossible if 
« transference’ embodies an attitude to the 
social state of being helped irrespective of the 
nature of the individual therapist. A number 
of patients in this study had previously failed 
to improve during psychotherapy or else the 
im rovement had been transitory. Three 

atients in the series failed to respond to the 
pa rticular type of behaviour therapy exhibited 
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to them and were then taken into interpretative 
psychotherapy by the same therapist. In each 
instance the therapist was more experienced in 
psychotherapy than in behaviour therapy and 
commenced psychotherapy within the context 
of an apparently excellent relationship with the 
patient which had been established during the 
previous behaviour therapy. One of these 
patients made a moderate improvement; the 
second patient recovered. The third patient 
Temained unimproved and was then given 
E.C.T. for accompanying deep depression and 
thereupon recovered fully. The latter patient 
and the first one then attributed the recovery 
in their symptoms to the previous seemingly 
unsuccessful behaviour therapy. I believe, with 
others (Gelder, 1965), that combined behaviour 
therapy and psychotherapy may sometimes 
lead to the best results. That is, that specific 
retraining procedures may sometimes be most 
effective within the context of a psychothera- 
peutic relationship in which (a) the therapist 
is aware of and able to control his ‘counter 
transference’ and (b) supportive or interpreta- 
tive psychotherapy may be going on. 

“Symptom substitution’ is a term which I 
have rejected as being too hypothetical, and 
impossible of specific assessment and evalua- 
tion in our present state of knowledge, Symp- 
toms may emerge following treatment for a 
number of reasons either related or unrelated 
to the treatment and its outcome. 

Symptom emergence and social interactions 
and Tepercussions, although Systematically 
looked for, have not occurred so frequently or 
consistently in the present group of patients 

thebasis of psychodynamic 
nce of a controlled study it 
judge to what extent the 


thought to be 
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treatment method itself (two cases). Other r 
Symptoms were considered probably to Hs 
directly related to and a p 
Symptom change (five cases). Sometimes ie 
tom improvement seemed to lead to impr rin 
ment in other symptoms in the patient iir 
people in the patient's "significant ee 
ment’ (three cases). At other times the Y a 
tom improvement seemed to lead direc J i 
the emergence of new symptoms in y m 
the patient's ‘significant environment diff 
cases). In this connexion it is sometime i a 
cult to agree on what is a new Sa he 
aspect of abnormal behaviour. It is like T disi 
Such phenomena can easily be missed second 
overvalued. It is suggested that, in our Lp is to 
state of knowledge, all that can be i aie 
record changes within the context of the es 
all behavioural state and the *significan aie 
vironment’. If psychodynamic theory qe 2 
stantial then it should be possible hein 
appropriate predictions concerning the ne 
of behaviour following symptomatic imis 
ment. When this was done in the present vide 
predictions sometimes varied between a ud 
trists. It would be useful within a planoa Hons 
to investigate the accuracy of such predi which 
identifying the various hypotheses upon on 
the predictions had been made. If m nly 
emergence in the patient or in his which 
following discharge from care (during Peen 
time treatment aimed at a symptom has ari 
effective) proves to be a rare feature T has 
to the psychodynamic prediction, then ihat 
who make such a prediction must assume het 
the treatment has brought about some ot d 
fundamental change in the patient's adju á 
ment. ‘Transference’ then, may remain as 
final possible variable requiring investigation: 
Meanwhile, behaviour therapy, whatever 1 
potential for intensive symptomatic treatment 
is undoubtedly a Potent research tool. 


Pa 
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Senior Psychologist, who treated the majority of 
the patients, and Drs H. Gelber, G. Heseltine, 
M. Mair and H. Moldofsky who treated the 
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remainder. He is indebted to the Middlesex 
Hospital Medical School for a grant for secretarial 
assistance. 
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Memory and Psychoanalysis 


By LEON SALZMAN* 


t It is obvious that the process of psycho- 
merapy, which requires that an individual 
Xplore his behavioural patterns, involves 
| ry There must be some capacity as well 
bn illingness to recall and review recent and 
Ote events and experiences, since it 1S à 
d established fact that the past has defini- 
hoa and crucial effects upon one's present 
ord, p. thinking, feeling and behaving. In 
SK for Psychotherapy to proceed therefore, 
Cre must be a minimum of intact cerebral 
Cortex, 
| Em this point is established, it is then nec- 
Ty to establish what constitutes memory 
Pro how it affects the psychotherapeutic 
in f What are the factors that participate 
lé memory process. and how much do 
iological factors influence the process of 
0 ll and forgetting, in addition to psycho- 
Bical issues? i 
complete study of memory should begin 
| die Neuro-physiological and anatomical (i 
in. gation and should include the recent wor 
Serebral-cortical biochemistry and physio- 


Du - It should also include a summary of the 
e 


Te 


one ological theories of memory, such as 
ict Inication theory. Space, however, Tes” 
~'S me to the psychological examination of 
S problem, particularly as it is illuminated 
a ae Psychotherapeutic process, though some 
€ more recent neurophysiological studies 
Memory support many of the notions which 
Wish to present here (Gerard, 1953). 

Sit necessary to expose the actual genesis of 
€ distorted pattern of living in the resolution 
T an individual's behavioural difficulties? 

his might require the recall of some very early 
SXperiences. Consequently, it provides a key 

* Professor of Clinical Psychiatry, Georgetown 
priversity, School of Medicine, Washington, 


uestion for all that follows in this report. Is 
the recall of infantile experiences a necessary 
prerequisite for the resolution of a psychic 
disorder? Must there be an emotional re- 
enactment of these early traumatic situations 
in order to resolve some distorted pattern of 
behaviour? These questions stimulate many 
other related concerns. How do we account for 
the forgetting of traumatic experiences, and is 
the recall of these experiences the cause or the 
result of therapeutic progress? What is the 
nature of forgetting in general and does it only 
occur in response to psychic demands, particu- 
larly in relation to the pleasure-pain principle? 
Is forgetting necessarily an indication of a 
pathological process, or does it also serve 
positive functions in personality development? 
Is there truly an infantile amnesia, as Freud 
and others suggest, or can we assume that no 
storage of experience has taken place in these 
early years, or that it has occurred in categories 
that are presently beyond one’s capacity to 
revive? How much recall can we reasonably 
expect of the infancy period, even of the most 
dramatic, traumatic or pleasurable events, in 
view of the limited cranial capacities and 
primitive conceptual capacities of the infant. 
Are we dealing with forgetting (repression) or 
with the fact that perhaps no durable imprint 
occurred to make recall possible? Finally, what 
is the general effect of certain neurotic symp- 
toms such as obsessional doubting, for ex- 
ample, on the memory function? 

These and many other crucial issues can be 
fruitfully investigated through the psycho- 
logical means provided by the psychothera- 
peutic process, which is actively concerned 
with memory. Freud simplified the whole 

roblem by focusing entirely on forgetting 
and he proposed a monocausal explanation 
based on the concept of repression. He had 
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very little to say about the other factors in 
memory, such as the mode of retention and the 
factors involved in recallaside from forgetting. 
However, what at first glance appeared to be 
a brilliant observation can now be recognized 
as an overemphasis on one aspect of the mem- 
ory process. Freud pointed out that forgetting 
was produced by the progressive repression of 
a number of significant experiences which 
could produce anxiety and pain. Such repres- 
Sions were largely in association with sexual 
or aggressive experiences and were repressed 
because of shame and loathing, or the moral 
or aesthetic demands of the community. When 
the repressions were removed through psycho- 
therapy, recall was made possible and the 
experience could then be integrated into the 
personality structure, thereby undoing the 
psychic damage caused by the repression. This 
conception focused on forgetting as being 
almost entirely a matter of avoidance of 
anxiety or pain. While Freud demonstrated 
brilliantly that recall and forgetting are pro- 
foundly influenced by psychic factors, this 
emphasis tended to overshadow other ele- 
ments involved in the Process of forgetting, 
and is largely responsible for the notion that 
all forgetting has some psychic origin and that 
sufficient investigation will uncover the motive. 
Freud also postulated that the repression 
which produces the forgetting relegates the 
particular event to the unconscious, where 
such memory traces are stored and are avail- 
able for recall under certain circumstances, 
This assumes that forgetting is almost entirely 
a matter of avoidance of anxiety or pain and 
that therefore the unconscious, in which these 
experiences are stored, contains 
traces of these early painful ex 

It is presumed that there is 
every perceptual experience, 
never been documented, and that it is therefore 
theoretically possible to have total recall of 
every second of existence provided one dis- 
covers the proper tools for this project. The 
dianeticians, and presumably the scientolo- 
gists, as well as other highly suspect pseudo- 
psychological workers claim to have discovered 


many memory 
periences. 

an engram for 
though it has 
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the tools, to revive all such percepts or t 
grams, even dating back to the earliest evo j 
tionary days. This is rather unlikely ra 
variety of reasons, aside from the hes ein 
of cranial space that would be required m 
assuming the most efficient, micro-tran a 
torized brain circuits. However, there is oe 
potent reason. Memory, or the storage of P s 
experience, must serve some adaptive ma 
therefore there is some selectivity in preservi is 
past experiences and sensations. ae dn 
more than the simple retention such m nied 
involved in the repeating of nonsense ipei 
or number sequences. This is accomp ickly 
simply by rote, is short term, and is very qui ris 
obliterated in contrast to memories of S nost 
Which transpire in adaptive learning s pit 
which have appropriate recall possibilities © 
long periods of time. P f 
One could therefore speak of two ms 
memory, short term and long term, be of 
are related to adaptive problems of br 1959). 
prolonged duration, Schachtel (1947; nay 
The retention of a nonsense syllable 7 a 
have short-term adaptive value in Lupa 
test, for example. The recall of Ing di 
memory is dependent upon present aii 
and adaptive requirements. onm pnt » 
some perceptions may never be stored, PE 
others may have only temporary rier 2d 
the issues they dealt with were minima ently 
temporary. They may then be perman we 
erased or discarded when their adaptive v4 al 
has been eliminated. If we agree that wm 
percepts are stored, then the factors parue 
above must be operative since the indivi d 
cannot foresee the future and determine nO 
what will be needed later on. The decision °” 
what is to be stored for later use can only U€ 
made on the basis of the strength of the ne? 
and the adaptive requirements at the time the 
event occurred. Biological or security needs 
which continue throughout the life of an 
individual would of necessity, have strong 
memory formation both in terms or storage” 
ability and recall, because of the strength of the 


initial percept and the circumstances under 
which it occurred. 
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, Experiences which have only a bland, 
indifferent, momentary significance are less 
likely to be stored for future recall than those 
Which are intense and relevant to one's safety 
Or security, or involve the effects of pleasure or 
pain. Thus, memory storage is probably deter- 
Mined by the significance of the experience at 
the time it occurred, while its recall will depend 
Upon its relevance to needs in the future. From 
this framework, some of Freud's views on 
‘nfantile amnesia seem rather far-fetched. 
While some of the infant’s experiences have 
Profound significance in terms of survival and 
therefore satisfy the first criteria for permanent 
Storageability, Freud assumed that the infant 
comprehended the dangers to its existence in 
Adult terms and in adult categories of meaning. 
that Notion of an infantile amnesia sae 
EE infant understand the significance o 
i Of his activities (like masturbation, Or 
E behaviour disapproved of by the adults) 
or Ve id it because of the fear of rejection 
isapproval. It required that the infant deny 
tough an amnesic process some of the for- 
idden interests and pleasures which the adult 
Te he was enjoying. 
ers is, however, beyond doubt that some 
ere experiences in the earliest years have 
co, reaching effects in determining the future 
urse of an individual's development. How 
e and in what form such events can p 
do ually recalled is still entirely a matter o 
hae and speculation. Freud’s notion 
fie suggests that except for those aon 
inf S caught in the amnesia of the infant, mos 
antile memories should be possible to recall. 
e his overlooks such relevant issues as the 
Pi of time on memory, or the categories of 
hue P of experience. We have no reason to 
ume that events transpire in the infant s 
*Xperience in the same categories of meaning 
°F significance as they do in the adult. It is 
Precisely because none of us can remember 
What it was like to be an infant that we cannot 
€ sure of the frame of reference of the infant's 
*Xperiences. In addition, the limited cortical 
development must be taken into account, as 
Well as the perceptual limitations, since most 
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concepts grow out of perceptual experiences 
over long periods of time. Also, the infant is 
flooded with enormous amounts of perceptual 
experiences, some pleasant and some unpleas- 
ant, and it is difficult to determine how much 
is stored and in what fashion, in view of the 
limitations of the cortex. Thus, there is a 
reasonable doubt as to whether infantile am- 
nesia is a valid entity, since it is possible 
that such memory never existed and therefore 
is not available for recall. 

Ina study of childhood memories in psycho- 
analytic therapy Stella Chess (1951) noted that 
the formation of memory is related to the needs 
of the child’s personality at the time the event 
occurred and that the recall of the memory is 
dependent upon the needs of the personality 
at the time of the recall. 

Similarly, Samuel Wildfogel (1948), in a 
psychological monograph on the * Frequency 
andaffectivecharacter of childhood memories" 
showed that in a study of 48 male and 76 
female college students recollections about 
occurrence of events during infancy were fre- 
quent and suggests that Freud's notion of 
infantile amnesia was not confirmed. 

David Rapaport (Rapaport & Lewy, 
1944) says that while Freud assumes that a 
child remembers everything that happens 
between the ages of 2 and 5, massive repression 
takes place between 5 and 8 because of the 
oepidal situation and castration threats. How- 
ever, Rapaport suggests that Freud's notions 
are contradicted by experience, since the 
earliest years are those of poorest memory 
recall. In addition, there is a curious contradic- 
tion in the fact that people with a happy child- 
hood remember less of these early years than 
those who have traumatic ones. In view of the 
infantile amnesia concept, we should expect 
to find that traumatic early years are clouded 
in repression amd amnesia. 

A clarification of this issue is crucial to 
further developments in psychotherapeutic 
theory and practice. How much recall can 
we expect prior to age 5, and what significance 
can be applied to such recollections? How 
much can be recalled prior to age 6 or 72 How 
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frequently will one be able to recall viewing the 
primal scene? Or one's Oedipal wishes? When 
this is possible, how can we establish what 
construction the child placed on the event at 
that time, rather than the reaction he exhibits 
at the time of recollection? Can we ever docu- 
ment the reactions to certain events through 
actual recall, or must we always take into 
account the time and occasion of the revival 
or reconstruction ofthe event? This necessarily 
introduces the factor of interpretation based 
on theoretical concepts of personality develop- 
ment. 

In therapy the reconstruction of these early 
years is based either on minute fragments of 
memory embellished and embroidered by 
present-day attitudes or preconceptions, or it 
may turn out to bea total fabrication based on 
the individual's present neurotic needs, Such 
Teconstructions are often based upon house- 
hold accounts which the individual hears 
throughout his growing years and assumes to 
be his own recollections, or elseare elaborated 
upon out of single, fragmented percepts after 
age 4 or 5, and retroactively pressed into a 
narrative account. Dreams are presumed to be 
actual accounts of very early experiences, dis- 
torted by the various dream mechanisms, 
Interpretation of the latent content should 
therefore reveal actual events or attitudes that 
existed in earlier years. The dreamer as well as 
the interpreter often overlook the fact that the 
Script for such dreams are written at the time 
of the dreaming and not in the early years, and 


day accounts of 
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dreams was of the utmost significance. e 
ever, some of his notions, particularly e 
symbolism and the utilization of infan m 
reminiscences for the content of the dream, 
require considerable modification. -— 
In the light of these considerations, we of 
ask how necessary are such ae 
the earliest years for the therapeutic Pe tod 
Psychotherapeutic theory has moved a € 
way from the simple notion that such e. ina 
structions are necessary in order to un ae 
Tepression of the original trauma (p arme 
1962). The traumatic theory of the origin [o n 
neuroses and psychoses has largely Lipi 
to multicausal, interactional concepts. ental 
involve non-specific aggregations of par aal 
and cultural attitudes and other eei 
experiences which produce character de Fe 
that are the direct cause of these ene 
This concept of the mental illnesses "niece 
the unravelling of the present character ^: un 
ture and its defences and the alteration € in 
patterns. Early recollections can only con a 
this process. Franz Alexander Ln mw oe 
widely held view when he said (1965): + the 
covery of memories is not the cause bu igs 
Tesult of therapeutic progress.’ This mee 
that therapeutic progress proceeds from pee 
standing the characterological defences pem 
than from the recovery of repressed e of 
experiences. Such recall is aber d it. 
therapeutic movement, not the impetus meh 
This had led to a growing emphasis npo ij 
Freudian existentialist and ego analytic e 
proaches to therapy to focus on the here E. its 
now, and to de-emphasize the necessity for 
reconstruction of early experiences. it 
This altered emphasis is not only the resu 
of an accumulation of empirical experiences © 
the lack of value of infantile reconstructions: 
but also an awareness that recall can be en- 
couraged and initiated through some relevant 
connexion with a current need or adaptive 
ce experience, both 
t the recall of early 
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the emphasis on the here and now is the 
broadest and most direct pathway to the past, 
if that is where we wish to go. 

How do these considerations reflect on the 
Problem of repression or dissociation, or the 
recall of hitherto forgotten events under 
hypnosis or through free association? Certain 
experiences are more likely to be stored for 
future recall than others and there is a grada- 
tion of recallable memories, depending on 
their significance. It extends from those mem- 
9ries that are close to awareness and easily 
recalled, to the most inaccessible or out-of- 
awareness memories which can be recalled 
i under very special circumstances. This 

*t gave rise to the notion of unconsciousness 
and the dissociation of experiences which are 
Produced by the individual's own powers and 
ictions, in the process of repression. It has 
irm assumed that such repressed feelings. 
a ‘tudes, percepts or concepts remained en- 
pio El, timeless, and unavailable to the 
inus E experience of the individual, and 
m be recalled into awareness 1n their 

iginal repressed state. This is a highly doubt- 
i Conception, since present recall can only 

© place in the context of the individual’s 
Present view of the world as well as his present- 
y Vocabulary and patterns of experiencing. 
E chachtel (1953) has demonstrated that 
ü Mory is governed by conventional clichés 
"d that recall is influenced by the present 
n tterns of expectation. Thus, whatever earlier 
ents might have been, when they are recalled 
rd tend to be clothed in the present mode of 
ree erlencing and framed in the conventional 
e a otinents of the time at which they are re- 
an ed. One does not therefore re-experience 
ciao, in the precise manner that it may have 
the ürred years ago. It has been assumed that 
elaborate and detailed recalls produced in 
lypnotic regression represented a revivifica- 
lion of the actual event even to physical mani- 
festations of the regressed age. Recent studies 
and careful evaluations of these earlier experi- 
Ments suggest that the individual recalls these 
Tepressed events with adult categories of 
reference and perceptual frameworks. What is 
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presumed to be a revivification is a possible 
recall, coloured and dressed up in adult 
conventional clichés about a child’s world 
rather than an actual return to the child’s 
world. It may not be a recall at all, but merely 
role playing of expected or conventional recol- 
lections based on a memory of such events, 
witnessed or read about rather than actually 
experienced. This is particularly striking when 
the descriptions of such so-called regressed 
hynoptic experiences are all fabricated accounts 
based on expectations of what it was thought 
to be like at the regressed age. This was demon- 
started by a patient that I regressed, under 
hypnosis, to a series of birthday parties which 
she described in great detail. speaking in a 
childish lisp when appropriate and sucking her 
finger and playing games appropriate to the 
regressed age. It was subsequently both sur- 
prising and enlightening to discover from her 
mother that she never had a birthday party 
until she was 12 years old. It was an occasion 
like this that led Freud to make his greatest 
discovery with regard to psychic functioning. 
Italso resulted in his revising his notions about 
the genesis of hysteria and the compulsive 
neuroses. This occurred when he recognized 
that the recollections of some of his patients 
regarding descriptions of being sexually 
attacked and abused were not actual events, 
but fabricated ones. He was faced with the 
alternative of either abandoning his theories, 
which were based on a belief in the validity of 
these experiences, or altering his conception of 
memory and recall. He decided that the narra- 
tives and recollections of his patients were 
themselves vital data whether they actually 
occurred or not. 

This inspired the profound insight that an 
individual's thoughts have significant influ- 
ence on his behaviour, even if they are not 
translated into motor behaviour. Perhaps the 
effect is even greater if they persist as thoughts 
without being actually experienced, since the 
effect is more prolonged and not tested in 
reality. 

While thisformulation was astroke of genius‘ 
he neglected to inquire about the necessity for 
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such memory distortion or transformations 
except in the most general terms. Conse- 
quently, he failed to recognize that while recall 
may be facilitated by undoing repressions, it 
is also altered to accommodate present needs 
and to adapt to present demands. Memory 
is influenced not only by the pleasure-pain 
principle, but by the adaptational principle 
which responds to current needs. If few demands 
are being made on an individual outside of 
therapy that he cannot overlook, it may be 
more comfortable not to dredge up past 
experience and associations which can only be 
painful and anxiety-provoking. Such recall 
servesno immediate purpose and consequently 
need not be fulfilled. However, in the process 
of attempting change through therapy, experi- 
ences or feelings which have long been kept 
outside of immediate awareness may be useful 
inthe process of makin £those newadjustments 
and are brought into awareness in the service 
of present needs and desires, Such recall helps 
clarify present distorted attitudes either by 
illuminating the Benesis of these attitudes orby 
reviewing the occasions for their defensive 
use. Recollections of early fears or dangerous 
situations may provide the clues and incentives 
for fresh attempts at Overcoming old challenges, 

So far we have indicated that since memory 
Serves an adaptive function, the problem of 


uld be influenced by 


capacities for positive 
y. A more thorough- 
mbering and forgetting 
€ break down memory 
t elements: (a) registra- 


Xperience; (b) the storage 
its recall. 


and pleasurable activit 
going analysis of reme 
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pleasant feelings and experiences there € 
bethefreshness ofimpactorthe —Ó for 
experience so that it will stand out opm d in 
Storage. This situation occurs not on Jes 
infancy and in the early years, but also E ie 
later years under circumstances poer d 
experiencing, such as one's first tup Es 
foreign country, or one's war exper ti " 
courtship, etc. Often a most banal or ies 
cant event may have an intense ne it 
because of the dramatic setting in whic Jh 
Occurred, such as the purveyor of pie 
photographs in front of the Notre-Da a 
Cathedral, or the colour of the sky sarn 
proposal of marriage is being made. Simila e 
a traumatic situation may have P ngl 
lesser storageability, depending upon exte zn 
factors as well as the nature of the ena 
itself. An experience which is out of the o of 
nary or which arises under certain Vice 
trance or suggestibility may permit such fo ed 
ing or emphasis that it may have spe i 
storageability qualities. This also ied ; 
traumatic experiences in which awe, loath in 
shame or anxiety occur. Pain or € it 
relation to a thought or event may also e s 
à special storageability. Thus, whether stor = 
takes place depends upon meg 
Surrounding the event, which include kx si 
presence of abnormal circumstances such ix 
alcohol, hypnosis or hypnoidal state, fatig " 
or other somatic disorders as well as an w à 
atmosphere of joy and well-being. These issu i 
will often determine whether a significan 
traumatic event is discarded, to be forgot 
or emphasized and so stored away. The pae 
itself, traumatic or otherwise, is not the who 
issue. Particular feelings or states of mind at 
the time also determine whether it is to be 
repressed, or simply forgotten, or whether 


it will remain permanently in the forefront of 
consciousness. 

If an experience is to be recorded, in what 
form will it be stored? Will it be objectively and 
accurately stored, or will the content depend 
upon one’s feelings and attitudes at the time? 
Some events or feelings are distorted by defen- 
sive processes immediately on transpiring and 
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May be recorded in some distorted form. 
Denial, distortion or displacement may im- 
mediately take place and the memory is al- 
Teady fallacious, since the recording is a dis- 
lorted version of the actual event. It is only on 
an intensive exploration and recognition ofthe 
"nplausability of the memory that it becomes 
Clear that the recalled event differed from the 
ip event. It is necessary to keep in mind 
at the distortion does not necessarily occur 
— time of recall but may also take place at 
Tec; ger: of its occurrence. A distortion of 
Te : Would be a lie, while a distortion of 
cording is a psychological defence. 
he sequence of events described above is 
Particularly noticeable in the obsessional- 
ann complex, where doubting and uncer- 
On] ies are major elements. The doubting not 
iue akes recall an impossible task at times, 
oub every recollection may be clouded in 
he t, but may also operate at the moment 
ia occurs. For example, the elaborate 
or ‘ec Of retrying the door to sec if it is locked, 
üs Pte checks on the oven to see if the 
iy turned off, are striking examples of the 
he s sive doubt which eliminates recall almost 
Which end it occurs. The immediate doubt 
alters surrounds the closing of the door 50 
cann the memory recall that the obsessional 
seri clearly remember that he did, in fact, 
must - door securely a few minutes ago. He 
recheck it. The need for absolute certain- 
b guaranteed performance which will free 
0 Bom responsibility and the consequences 
Commi chaviour is so great that he cannot risk 
ever Itment or closure. Therefore a deed is 
Cittied Cone done no matter how often it is 
ailur out if it will call forth some possible 
awa: € or error. Consequently, the doubting is 
the RS Protesting oneself against error. while 
callin sessional has marked difficulties in Te- 
is y £ events of even a few moments back, it 
ne ee that he would have extra- 
Tn; difficulties in the recall of past experi- 
in es. These recollections are not only shrouded. 
Clouds of time, but the need for certainty 
and absolute, precise recall prevents him from 
ver recalling an event without elaborate 
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qualifications and an aura of uncertainty 
(Salzman, 1966). 

Every recollection might be qualified by the 
phrase ‘it might have been so’, or ‘I can't be 
sure, but...’ or ‘it happened so and so, but 
then again perhaps it did not’. If the therapist 
deals with a recollection as if it were valid and 
the patient is asked to accept some unpalatable 
interpretation based on it, he might defeat it 
entirely by insisting that since his memory for 
past events is so faulty it is probably incorrect 
to draw any conclusions from it. Thus the 
psychological element of doubting, which is 
present in many psychic disorders and particu- 
larly in the obsessional process, throws a great 
burden on the memory process in psycho- 
therapy. It is therefore not difficult to see why 
an emphasis on recall of early experiences in 
the treatment of the obsessional disorders 
leads to interminable analyses and unsuccess- 
ful outcomes. It also makes clear why the focus 
onthe here and now and particularly on events, 
motor or mentative, which transpire in the 
therapy session are the most fruitful sources 
of learning, since they are least capable of 
being distorted or forgotten by time and 
inclination. Other mental states, such as the 
paranoid orientation, for example, also alter 
the actual event so the storage of the event is 
already at variance with the event itself. 

In the above examples I have emphasized 
the pathological factors which alter the 
memory trace to be stored. However, there are 
other psychological factors at work as well. 
A mood of pleasure may colour the event in 
the same way that an atmosphere of despair 
and gloom will alter it. Some factors determine 
whether storage is to take place at all, while 
others may influence it so that it differs from 
what actually transpired. 

We must also inquire about the form in 
which storage takes place. There must be some 
early categories of storage which, in later years, 
have no counterparts. Tam not Supporting the 
‘filing cabinet" notion of memory. I am aware 
that there are too many objections to this view 
if it is taken in a literal way. However, I do 
assume that experiences are catalogued in 
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some way to allow for multiple cross-refer- 
ences and therefore experiences must be sub- 
sumed and coded in some categorical way. It 
would be too impossible for the brain to func- 
tion as efficiently and effectively as it does to 
consider that some categories are not estab- 
lished very early to hold similar or related 
memory deposits. How does the infant store 
memories, for example, regarding his bodily 
zones, such the mouth, anus or genitals, 
around which so many early experiences take 
place? Does he have the adult categories of 
sex, shame, disgust, or other conventional or 
cultural attitudes towards these experiences? 
Are they perhaps all subsumed under the 
somatic, with no differentiation or moral 
overtones until later on in his devi 
Are many not stored at all? 

If adult categories are not present—and this 
is very likely, since the adult categories arise 
out of knowledge and experience that the 
infant cannot have—then how is it that we 
accept such categories of recall when 
Seem to occur in the interpretations during 
psychoanalytic treatment? Why are we at 
times uncritical about recollections of Oedipal 
and pre-Oedipal experiences described in 
adult sexual or adult conceptions of jealousy, 
shame, rivalry and fear of castration (which 
presumesaninnate knowledge ofthe hi gh value 
of the penis as a sexual organ)? Are we not 
being confused by the retrospective falsifica- 
tions dictated by the present categories of 
experiencing? This raises a most serious 
question about a great deal of psychoanalytic 
theorizing which is based upon such data. 
Fortunately, developmental concepts can be 
organized and observational studies (Piaget, 
1926, 1954) can be made which do not depend 
on the recall of these early experiences but 
on direct observations of behaviour during 
these remote periods of development. 

The recall of stored events depends upon a 
large number of factors, both physiological 
and Psychological. I will touch on only a few 
of them. The temporal issue here is a crucial 
one and there is direct evidence that the passage 
of time affects all types of recall and some more 


elopment? 


they 
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than others. It is obvious that the least adap- 
tive and the least valuable for future a 
need or pleasure is most quickly oblitera m 
At the same time the abundance and pan 
of experiencing which intervenes before oc - 
rence and recall is also relevant to the amo 
and quality of recall. t 
Recall is dependent, too, upon the a 
adaptive needs and the emotional ey m 
surrounding the current situation. Such cali 
is assisted by the availability of [aee s 
gories of experience which can be linke zd 
the earlier events. This is a marked rr i 
the psychotherapeutic process voe er 
vides many such opportunities throug pe 
association, dream analysis, etc. Po 
recall is also dependent upon the in bility 
of the original event and its storage à 
ualities. " 
: In exploring this matter of recall, the ree 
tion of the form of the recollection an ee 
effect that the passage of time has upon it on 
be examined. It is thought that repre a 
memories stored in the unconscious rn 
untouched by the passage of time and pens 
in their original primitive form. Are pin 
pletely cut off from subsequent udi 
or do they also participate in the ma ries 
process? The notion of. encapsulated wem i 
seems highly unlikely in view if ar are 
notions of brain physiology. However, "HP 
were to make the assumption that the ino 
between storage and recall leaves no eren 
the original event, then it is clear that es 
memories, when recalled, would be S pt 
pletely beyond understanding, since they m P 
have occurred at a time when concepta ey 
was so alien to present thinking that d 
would be as unknowable as the pu 
mind, and we could only guess at their me 
ing. In addition, it is remarkable how M pn 
recollections of an early event change in t a 
therapeutic process, so that as one comes t 
understand oneself and the participant better: 
one’s recollection is radically altered. This Js 
also true when one recalls the same event in 
adolescence, adulthood before marriage, after 
children, etc. To put it another way: recollec- 
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tion changes with the change in one'ssxicy af 
Oneself and the world. 

Since for a long time recall was considered 
to be the essential ingredient of the thera- 
Peutic process, many of the therapeutic tech- 
niques were designed to stimulate recall. The 
Use of the couch and Freud’s earlier use of 
aaa and then touching to assist recall, 

€ part of this effort. Later, free association, 
Eos position to encourage regression, 
ivation of transference relationships. 
Team interpretation and encouragement of 
pendency were all directed at encouraging 
Eu of earlier experiences. If we view 
Needs as being related to present adaptive 
Of ex and the availability of present categories 
a e similar to the past, we can see the 
fiche value of transference and counter- 
et once as devices which tend to E 
attitud The tendency to stir up feelings 73 
elation. in the present which link up to ear ier 
Nships is one of the profound effects of 
en pa ference. Certain activities may height- 
ate re transference and these can also simi 
ent EMI. However, the most effective prt 
In stimulating recall is the motivation 0 


© patient who, in his therapeutic contract, 


Ew to achieve change and growth through 
fona ng experience of therapy. His rd 
atin needs encourage activity towards € vis 
às s Present distorted patterns of living a 
oe a heightened process of recall for 
and more remotely related experiences. 
he insistence of recall of earlier experiences 
ene less emphasized in most psychothera- 
Mes (9 psychoanalytic treatment pac 
E he focus is on comprehending the 
ne ster structure and its present effect on 
" living, coupled with an attack on the 
me and resistance to change as the 
y is lessened and the old defences are 
recon nett necessary. This does not require 
uch €ction of early experiences even though 
recall can facilitate the process. 
herapy is coming to be viewed more and 
Ore in terms of the learning process, which 
Tst requires a clear knowledge of what is 
Wrong in the hereand nowand what emotional 
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factors maintain and require these distorted 
patterns. Once this is established, we can 
proceed to encourage and assist the patient in 
attempting to revise and alter these distorted 
patterns through thenew experience of success. 
This programme does not require genetic 
reconstruction of the neurotic trends. 


SUMMARY 


A great deal about memory can be learned from 
the study of the therapeutic process. For example, 
we recognize that a strong, affectual relationship 
of trust and common interest does encourage the 
recall of painful experiences. In addition, the 
growth of self-esteem and ego strength encourages 
an individual to face up to and be willing to 
examine previous events which may have been 
hitherto stored away in a distorted fashion. Thus, 
the obsessional whose security is enhanced by the 
therapeutic process begins to doubt less, so that his 
new experiences are stored-in more definitive ways 
and his recall becomes less clouded in uncertainty. 
In addition, he becomes more readily available to 
review his earlier experiences from the present 
more integrated point of view and will revise his 
doubtful recollections to approach more closely the 
actual events. Similarly, the paranoid individual 
begins to doubt his previously distorted percep- 
tions which resulted in distorted memories. Conse- 

uently therapy frequently enhances recollections 
or corrects the distortions of memory. 

Memory must be viewed in terms other than the 
‘filing cabinet’ model or the purely biochemical 
neuronal model. Since recall, for example, is 
definitely aided by a co-operative, participant 
activity in the interest of the individual, emotional 
factors must be taken into account and the model 
must be à psycho-physiological one. Memory 
cannot necessarily be enhanced by drugs, demands 
of another person, or by the compulsive demands 
of the individual himself. 

It is clear that recall is often hampered by an 
emphasis or focus on the process. It is as if the 
emphasis on the process mobilizes the cerebral 
activity to pursuits regarding the mobilization 
rather than the recall. Often, when one abandons 
the project of trying to recall, then recall takes 

lace. It is as if, by letting go of conscious, deliber- 
ate efforts, one can accomplish the task. This is 
a process that werecognizeso clearly inthe therapy 
of the obsessive-compulsive, whose disease centres 
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around his being compelled to do or think. Yet, 
in the therapeutic process he is again asked to ‘do’ 
something about his compulsions. Therapy can 
only proceed when the patient finally recognizes 
that he will be able to ‘so something’ only when 
he stops ‘trying to do it’. This is the element in 
memory recall in which the deliberate focus on the 
process interferes with the process proceeding in 
its normal course. There is also a close relationship 
between the way certain personality types view 
time and, consequently, past experiences and 
memory in general, The depressed person, for 
example, tends to focus exclusively on the past, 
reviving old events and memories and exaggerat- 
ing their meaning and significance. He seems un- 
interested in the present and is doubtful about the 
existence of the future. The hysteric, on the other 
hand, seems to be deeply involved with the here 
and now and has little interest in the past or future. 
All that matters is the present, which is seemingl 

embellished, glamourized and exagg 


erated with no 
consideration of past experiences or future conse- 


quences. The obsessive is completely preoccupied 
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: n 
with the future, with guaranteeing it and dae: 
against all possible dangers. He has ate indi 
learned very little from his past, which 1 lera: 
falsified, and uses the present only as : e in 
prepare for the future. Witness his b obla: 
the avoidance reaction, which we cal bonos s 
where the experiences of past and the E reni 
danger in his phobic fear is no learning € P965). 
for his future continued avoidance Loser utip: 

In the same way, re-trying the door pesca js 
teenth time produces no security uot his 
uncertainty that its being open might en enact 
household. All these responses have aie nal 
on memory, includingstorage, Teen aieh hë 

The exploration of the memory e ds 
therapeutic process will produce many vsiologistS: 
rich and significant as those of phy eq 
semanticists and philosophers. Whether maie 
early experiences is crucial to ccv on 
however, has yet to be established. ry traces 
patterns are all dependent upon pope ch play 
expressed in automatic responses, and etm 
arolein personality development and per! 
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Ritualistic elements in the management of childbirth 


By PETER LOMAS* 


Itis generally assumed that the way in which 
Our society deals with childbirth is based on 
Practical good sense and scientific logic, that 
itis largely a matter of'sound medical principle. 
In what follows I wish to suggest that this is 
Not entirely the case, that our collective 

ehaviour towards the parturient mother has 
Other sources of inspiration and bears notable 
resemblances to the phenomenon known as 
childbirth ritual’. 

Childbirth ritual has attracted the attention 
9f two scientific disciplines: anthropology and 
1 Ychoanalysis. At one time the approach of 
i5 two disciplines to the study of behaviour 
: Primitive’ society was not dissimilar: the 
searcher relied on the evidence of others for 
» Taw material and then, combining know- 

8€ thus gained with his imaginative power, 

© attempted a meaningful reconstruction of 
Siue This situation has now changed for, 
ins Teas psychoanalysts continue to use this 
by of approach, the anthropologist, influence 
Y the work of Malinowski and Radcliffe- 
town, would lose his self-respect if he did so. 
iy social anthropologist, Prof. pom 
val ards now holds the view (1954) that 
able comment on particular social be- 
meee can only be made by a field-worker 
© has observed in detail the intricacies of 
© Social structure involved, and, conversely, 
ws comparative sociology is not helpful in 
Oe €rstanding such behaviour. In other words, 
kno must not—at least, at this state of our 
hi Wledge—generalize from the particular. 
t is is a view which must receive respect from 
ow Psychoanalyst, who himself is often uneasy 

Out the activities of those who use the com- 
Parative method in a way that tends to do 
Mjustice to the intricacies of the individual 


* London. 


human personality (as, for instance, the 
psychologist who relies on statistical method 
in order to formulate his theory of person- 
ality). 

Nonetheless, the advice of Evans-Pritchard 
would seem to be misguided not only because 
it is a counsel of perfection but because he 
overestimates the importance of social struc- 
ture as a determinant of human behaviour. 
The chief justification for the comparative, 
imaginative, speculative approach is the fact 
that the social forms not only determine 
human behaviour and experience but are de- 
termined by them, and that human beings have 
sufficient in common to make comparison— 
within limits—profitable. And the psycho- 
analyst is, in his specialized way, a field- worker 
in one culture. 

Before discussing the theories that have been 
put forward to account for various aspects of 
‘childbirth ritual’ it may be useful to describe 
briefly its main characteristics. 


A BRIEF CLASSIFICATION OF CHILDBIRTH 
RITUAL 


The rituals associated with childbirth in 
primitive society have been so described in the 
literature that they can be conveniently classi- 
fied as follows: (1) the segregation of (taboo 
upon) the parturient mother; (2) the sacrifice 
of the first-born; (3) couvade. 

In The Golden Bough Sir James Frazer des- 
cribes two types of couvade; pseudo-maternal 
and dietetic. The former type consists of the 
husband's imitation of childbirth and the 
latter his subjection not only to various dietary 
restrictions but to other kinds of privations 
and duties, often of an extremely unpleasant 
nature, overtly designed to shield the mother 
and baby from evil. 
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Although it should be possible in theory to 
make a distinction between ritualistic and 
utilitarian practice such distinction is not 
usually made in the literature. Rather, the 
reported practices of other kinds of society are 
regarded by modern Western man to be 
illogical and ritualistic. In regard to our own 
society, the reverse is held to be the case, i.e. 
that the practices surrounding childbirth exist 
because of their immediate utility. In our 
present state of ignorance it is perhaps 
pragmatically wiser not to pursue the dis- 


tinction, but to regard all the usual practices 
as meet for discussion. 


EARLY THEORIES 


One of the earliest theories of the origin of 

couvade was that of Bachofen (1861), who 
believed that the husband imitates childbirth 
in order to gain rights over the child which 
previously belonged to the woman: that itisan 
attempt on the part of the male to make a 
transition from matriarchy to patriarchy. His 
theory fell into disrepute because it was found 
Dot to fit the facts about kinship rights. But, 
although Bachofen apparently erred in his 
formulation, his view thatcouvadeisan attempt 
on the part of the male to oppose the authority 
and influence of the woman was a penetrating 
Observation. 
Bachofen’s theory was superceded by that 
of Frazer. Frazer regarded couvade as an 
example of ‘sympathetic magic’, being aimed 
firstly at the mitigation of the mother’s pains 
by transferring them to the husband, and, 
secondly, the safe-guarding of the child by the 
avoidance of any action that could magically 
bring harm upon him. Unlike Bachofen, 
Frazer attributes benevolence to the male. 
Although his theory has similarly been found 
not to accord with the facts, ithasa convincing, 
if limited, explanatory value. 

Atthe present time there are two rival theor- 
ies in the field, neither of them of recent origin: 
that of Van Gennep (1909) and that of Reik 


(1914). Little has been added to what these two 
writers had to say. 
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VAN GENNEP'S INTERPRETATION 
Arnold Van Gennep published Les je r 
Passage in 1909. In this work he attempte a 
show that the ceremonies which attach ^ 
certain life-crises are similar in having i. 
function of easing the transition from © 


‘rite of 
State to the next and he used the term ‘rit 


passage’ to describe the practices which ped 
when any barrier, physical, biological or soc! 
has to be crossed. He shows that, to a grea be 
Or lesser degree, such ceremonies can sis 
divided into three stages: separation, ban 
tion and incorporation. The ceremonies n. 
are performed are done so with the que 
separating the person from his puse and 
nursing him through a transitional perio 2 a 
finally incorporating him into the = 
persons of which he is to become a mem "rst 

In his introduction to the 1960 (the ork, 
English) translation of Van Gennep's W 
Kimball writes: 


e dicho- 
Van Gennep, with others, accepted n b a 
tomy of the sacred and the profane; in fac panes 
a central concept for understanding the and 
tional stage in which an individual or group eae 
itself from time to time. The sacred is not an "Wh 
lute value but one relative to the baje ae 
person who enters a state at variance -: wii 
previously held becomes ‘sacred’ to the ot meh 
remain in the profane state. It is this new eon the 
which calls for rights eventually incorpora to the 
individual into the group and returning him ay be 
customary routines of life. These changes uius 15 
dangerous, and, at the least, they are upset a 
the life of the group and the individual. The tr tae 
tional period is met with rites of passage W. is 
cushion the disturbance, In one sense, all life 


; 5 " ] ce 
transition, with rhythmic periods of quiescen 
and heightened activity, 


Certain features of Van Gen 
tation are immediately appare 

(1) Childbirth ritual 
characteristic over an 
observed in other rites 

(2) The ritualistic fe 
best suited to explain i 
parturient mother, 


nep's interpre- 
nt: n 

has no distinctive 
d above those to b€ 
of passage. " 
ature that his theory iS 
S the segregation of the 
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(3) Ritual serves to ease change which is 
Conceived as being extremely difficult for 
individual and society, It has a directly posi- 
live, beneficial function, which, although of 
Unspecified origin. is implicity attributed to 
the society as a whole. 

(4) The actors are the individual and society 
and little mention is made of the needs and 
aims of the family. 


© REIK'S INTERPRETATION 


In contradistinction to Van Gennep—and 
following where Freud (1913) had led— 
heodor Reik is not content to regard rites of 
Passage as practices organized by society for 
the benefit of the individual but views them 
Primarily as manifestations of ambivalence to 


the initiate. In reference to couvade he writes 
(1914): 


The prohibition of the realization of hostile 
wishe S towards his wife, which the primitive man 
ron Imposed upon himself, exceeds the period of 

er confinement because his unconscious wishes 
“ontinueto press towards activeexpression through 

1e motor system, The temptation to realize these 
Wishes is not overcome; it is merely displaced, and 

Ne protective measures against it have also to 
Move with it. This keeping the man in bed has also 
hee of protecting his wife from his sexual 
s hostile wishes. Although up to now we have 

Pecially emphasized the preponderating share 
és be tendencies in the building up = 
tp Vade, it must not be forgotten that by means o 

em an inhibition of sexual wishes may arise. - - 
E. inhibited libido joins itself to those inborn 
cong inStinctualcomponents which thewoman’s 

ition brings to the fore and is turned into 

Atent hateagainst her. Wicked desiresnowawaken 
Wards the pregnant woman for whose body the 
Man longs and which is forbidden to him. 


Reik sees the protective magic which the 
husband undertakes on behalf of his wife— 
the warding off of devils—as an act of repara- 
tion, an attempt to counteract his own pro- 
Jected hostility. Dietetic couvade is viewed— 
in a similar light—as a reaction-formation 
against the unconscious desire to devour the 
baby. What is the reason for this unconscious 
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hostility towards the wife and baby? According 
to Reik it is primarily rooted in the Oedipus 
complex. He writes that 


the displacement of the birth from the mother to 
the father. . .corresponds to the phantasy of the 
father having given birth to the child, and is 
equivalent to a nullification of the child's birth 
from the mother. The affective basis of this phan- 
tasy lies in the unconscious incestuous fixation of 
the child on the mother which was created by the 
birth; and on this basis also rests the father's 
striving to detach this libido fixation from its 
object, and to transfer to himself the child's love. 
This nullification of incestuous attitude can have 
no more radical enforcement than by the denial of 
its first and mostessentialcause; itis not the mother 
who has given birth to the child, but the father; 
to him, therefore the child must go. 


The custom of the sacrifice of the first-born male 
is, in Reik’s view, a consequence of the same 
phantasy; the infant is sacrificed to the father 
(God) to assuage Oedipal guilt, a procedure 
which has the added advantage of eliminating 
the Oedipal rival of the next generation. 


THE QUESTION OF ENVY 


Although Reik is convincing in showing us 
the husband's repressed hostility and his 
mancuvres to counteract it, the reasons for 
the hostility are not so clearly demonstrated. 
Is the Oedipus complex the only explanation, 
or even the most obvious one? If the father's 
phantasy is that “it is not the mother who has 
given birth to the child but the father; to him 
therefore the child's love must go’, the simplest 
explanation for such a wish is that he wanted 
to create the child himself and to experience 
the child's love for him. 

Crawley, has expressed the view that 
theories of marriage and birth customs * show 
a sympathy with the father and with the 
child, but forget the mother, and are thus 
a modern document, illustrating the history 
of woman's treatment by man’, (Crawley 
1927). It would seem that Reik falls into the 
error which Crawley impugns to his predeces- 
sors. His theory is male-centred and this shows 
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itself firstly in his failure to conceive that 
maternity could be an enviable state, and, 
secondly, that he leaves the woman's psycho- 
logy out of the thesis. 

It is primarily due to the work of Melanie 
Klein that we know of the envy which exists in 
relation to female creativity, and although her 
ideas about the origin and theoretical implica- 
tions of envy are open to question the clinical 
material that she has adduced is convincing. 
Elsewhere I have brought evidence to suggest 
that a parturient mother does, in fact, expect 
to beenvied, and that a dread of such envy may 
contribute to her mental breakdown (Lomas, 
1960). 

In his book Symbolic Wounds : Pubert ty Rites 
and the Envious Male, Bettelheim (1955) 
surveys initiation ceremony and concludes that 
a neglected aspect of its meaning centres on 
male envy. He believes that there is a crucial 
difference between male and female circum- 
cision: ‘That women can bear children is taken 
for granted—it is demonstrable. Only men 
have to participate in ritual rebirth drama.? 
And the wounds inflicted at puberty spring 
from the wish to menstruate. By contrast there 
is a ‘relative absence of ceremony accompany- 
ing female circumcision He Suggests that 
female circumcision is imposed by men on girls 
in order *to gain understanding of or power 
Over the process of female genital bleeding’ 
and ‘as an expression oftheir an geratandenvy 


of women’s ability to bear children 


when men 
cannot’. 


In reference to couvade he writes: 
‘the man who is envious of the woman’s 
ability to bear children has no “sympathy” 
for her. She is expected if not compelled to 
resume her work immediately, though she is 
exhausted from labour and the physiological 
readjustments. The husband and father, on the 
other hand, rests, His empathy with the mother 
is so great that he recreates in himself the need 
for special care that would be appropriatein and 
that he denies to her; Bettelheim thereby 
focuses on a central feature of childbirth ritual, 
and one that is mirrored in the way in which 
the ritual has been interpreted by our society: 
it is Hamlet without the Prince. 
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Envy of maternity is not, however, confined 
to the male. Although the evil spirits € 
need to be propitiated by various actions Br 
formed as part of childbirth ritual are not, aa 
the most part, specifically female, there es M 
a vast mythology surrounding female ved 
who do not take kindly to the event of a 25 
birth; namely, witches. Witches are pei or 
cause sterility, abortion, and to steal, ki ea 
eatnewborn babies; and, although they pom 
certain phallic features, they are women, nie. 
themselves childless—they only have d 
Moreover, they are old; perhaps what da 
envy most is youth (and what is younger that 
à newborn baby?). It would seem likely fact 
the belief in witches arises firstly from the a 
that such women—even if less exotic Ro 
those portrayed in the myth—do exis 50 
reality, and, secondly, from the projection fas 
the parturient mother herself. Such PA ia 
tions in turn probably have a dual origin aing 
mother’s hostile, envious and conien ae 
mother-imago and her own poppe 
hostility towards her baby (it is to be c 
that the eating taboos of ‘dietetic couv 
are not restricted to the male). 


CHILDBIRTH CUSTOM IN MODERN 
WESTERN SOCIETY 


" ; in 

A comparison between childbirth dis 
‘primitive’ society and the customs to x a 
with in our own culture would in some a 
be easier if, as an example of the latter, ilis 
considered Victorian society, in which di 
taboos on female body functions were MU na 
more blatant than at the present time. owe 
theless I shall confine myself to that which 
within our present-day experience. i 

The most striking characteristics of OU 
society in this respect are as follows: 

(1) The birth must be ‘legitimate’. A 

(2) The process of Pregnancy and partur! 
tion is supervised by medical authorities, 1 


those concerned with the physical welfare © 
the mother and baby. 


(3) The mother (and the hu 


: 56 sband) are put 
into a passive position by the 


authorities. 
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To take these points in order: 
_ (1) Immense significance, moral and legal, 
is attached to the mother's having an estab- 
lished, ritualized bond with the father, and the 
làck of this invites severe condemnation and 
Sometimes vindictive cruelty. This would seem 
at first sight to be an example of a social pres- 
Sure reinforcing a biological necessity: the 
Child's continued need of a father. However, 
Sie ready contempt and rejection which is 
Vested on the mother of an illegitimate baby is 
Such that would lead a psychoanalyst to sus- 
E the presence of unconscious sadism. 
it dne then, does this arise? To some extent 
th erives from the tendency to persecute all 
it E Who deviate from the cultural norm. But 
is ay also be that the sin of which the mother 
A. ed is simply that of conceiving: that 
Sen has a latent hostility towards the 
Soman who becomes pregnant but that this is 

und” by the process of legitimization (by 
ins of which she is pardoned) and the 
ipee hostility is vented upon those who 

hie ess fortunate in their protective armour. 

o existence of the practice of the *churching 

Women’ supports this view. 

a The supervision of the birth by medical 
lorities has three implications: (a) the 
e Ysical is emphasized at the expense of the 
Stee ological; (b) the technical capacity of the 
Sk and its officers is emphasized at the 
"een of the functions and responsibilities of 
«© mother's family; (c) the mother 1s 4 
Patient’, i e, she is treated as one who is sick. 
hile (a) and (b) derive from an idealization 
W Physical science and social organization 
War i: corresponding defensive attitude to- 
shi S psychic reality and personal relation- 
" Ps and therefore have no specific relevance 
o Maternity, (c) is the expression of a frame 
wk Teference resembling that of the societies 
lich regard the mother as unclean and taboo. 
ae How do the medical authorities treat 
N€ mother? 

(a) They advise her on conduct beneficial or 
harmful to the baby, laying emphasis on food- 
Stuffs. She may be warned against having 
Sexual intercourse. 
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(b) In many, if not most, cases arrange- 
ments are made for her to be confined away 
from her home and family. If this does occur 
the family is excluded from the procedure and 
its contact with the mother is strictly limited. 

(c) Childbirth is expected to be a painful 
process. The mother characteristically moans 
or screams, and in general behaves in a rather 
regressed and helpless way, is spoken to as 
though she were a child—and often, a naughty 
child, who needs a good spank. Frequently the 
birth is taken more or less out of her hands; 
she may be anaesthetized and delivered by 
forceps, not necessarily because of physical 
abnormality. In some hospitals the perineum 
is incised as a routine procedure. 

(d) Great emphasis is laid on the necessity 
for cleanliness. The mother is scrubbed and her 
genital region shaved; the ward is polished 
with much vigour and the bedclothes scrupu- 
lously clean and tidy. 

(e) After the birth and for the length of her 
stay in hospital the mother is separated from 
her baby. He is, in the main, looked after by 
the staff, and presented to the mother only for 
brief periods, primarily for the purpose of 
feeding.* The practice of feeding by bottle 
rather than breast is widespread. 

A medical (or, as in the case of routine 
anaesthesia, humanitarian) reason could be 
given for all these practices, and much of it 
would be justified. Nevertheless the tendency 
to pursue rational behaviour in an obsessive 
and overzealous way suggests the operation of 
unconscious factors, especially if the behaviour 
follows a definite trend; in this case the placing 
of the mother in a passive position. Much that 
is done in the name of medical necessity has the 
consequence of preventing the mother from 
regarding herself as a mature human being, 
from participating actively and fully in the 
birth, from loving and caring for her baby, 
andfromtakingan uninhibited and triumphant 
joy in the occasion. And this repressive effect 
is not only created by medical procedure; the 

* In recent years the more progressive 
hospitals have abandoned or modified this 
practice. 

Med. Psych. 39 
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emotional atmosphere on a maternity ward 
and the attitude taken towards the mother by 
her attendants is not always conducive to her 
happiness (although this can be explained to 
some extent, by the strain of responsibility & 
overwork). 

It can be seen from the above description 
that childbirth customs in our society bear a 
definite similarity in certain respects to the 
birth ritual discussed earlier in this paper, 
notably in the practice of segregating the 
mother and transferring the significance of the 
procedure away from her. In couvade the 
husband is significant; in our Society one 
sometimes has the impression that it is the 
doctor; and the degree by which he takes 
control of her function—even the details of 
procedure such as ritual shaving and perio- 
tomy—put one in mind of female circumcision 
and Bettelheim’s interpretation of this, as an 
attempt on the part of the male to master his 
envy. And it would seem that, in general, the 
interpretations found convincing in the case of 
primitive society are equally applicable to our 
own; moreover, this similarity of pattern, 
despite the difference in social structure and 
rationale, adds weight to the interpretation. 

I have mentioned that the interpretations of 
birth ritual so far made have exluded one 
notable item: the psychology of the mother. 
Although, as suggested above, this probably 
in some measure stems from a bias on the part 
of the interpretors it must be confessed thatthe 
reported facts left them little to o on. Because 
the mother plays an unspectacular part in the 
events she does not reveal her mind. In study- 
Ing our own culture we are in a better position 
because we can ask her about it. 


THE PSYCHOLOGY OF THE MOTHER 


Ifit is true that the mother has been cast into 
à passive, even humiliating, role, itis one which 
She appears to accept readily. The labour and 
lying-in wards are not scenes of revolt, and the 
mother accepts the Views, attitudes and com- 
mands of her advisors with meekness. She does 
not violently claim her baby when he is taken 
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from her and left to cry in another room. Many 
mothers, on the contrary, not only accept m 
régime but welcome it, preferring to °° 
delivered under cover of anaesthesia, to eee 
the responsibility of nursing the baby to Su 
and to substitute the bottle for the breast. Bus 
we should not be persuaded by her submissive 
ness or even overt embracement of her sit 
tion into believing it is a genuine and natur 
wish, for such behaviour is characteristic a 
masochism. And it is difficult to avoid t al 
conclusion that behaviour so unbiglogt. 
could not occur except under the influent 
of a powerful masochistic urge. ‘on lies 

A source of confusion over this question er 
in the tendency to regard the cultural apo 
the biologically necessary. Elsewhere (Lom A 
1962) I have attempted to show that s 
characteristic of the mother of our eer c 
regarded by common consent and by PS di 
analytical theory to be normal, yet in a 
pathological and crippling both to herself as 
her child, is masochism. Psychotherapen 
investigation of mothers suffering from pu ch 
peral breakdown reveals the existence of pe 
an urge, originating in guilt feelings and pu 
envy based on unconscious fantasy (Lom zm 
1960). But it is likely that a fear of envy d 
necessarily a neurotic one—nor conni on 
mothers who break down—but one base iti- 
an unhappy reality which causes her to prop 2: 
ate those around her by making costly sa¢ 
fices. 


SOCIETY’s AMBIVALENCE TOWARDS 
CHILDBIRTH 


A parturient mother has certain needs and 
societies go some way towards meeting them- 
Measures are taken—particularly in our OW? 
society—to look after the physical welfare © 
the mother and baby and to ease her passage 
through the crisis by relieving her of her 
ordinary duties. But these programmes ofte” 
fail, in quite remarkable degree, to bring the 
benefits to mother and baby that would see™ 
to be necessary and realizable; and, in some 
cases, the whole course of events is over- 
shadowed by extreme measures—such as the 
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sacrifice of the baby—that are clearly inimic- 
able to the mother's natural wishes. 

The most convincing explanation for this 
relative failure to meet the mother's needs is 
that there exists in society anantipathy towards 
childbirth. This antipathy manifests itself in 
the behaviour of the family and of those who 
care for the mother, who masochistically sur- 
Tenders to their will; any hostility which she 
herself feels towards the baby will give her 
added cause to endorse such behaviour. I have 
taken the view in this paper that the original 
suggestion of Reik that it is rooted in Oedipal 
Jealousy and guilt is not sufficient to account 
for all aspects of the case and thata simple envy 
of the woman's creative success is a more con- 
Vincing explanation. Is this, however, all that 
can be said? 

Both society and the individual maintain 
their liveliness by a compromise between stasis 
and growth. It would appear that, in the forms 
in which we know them, growth presents them 
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with a problem that is difficult and dangerous 
and from which they protect themselves with a 
greater or lesser degree of rigidity. To the 
extent that this occurs, they become phobic 
towards growth and change. Certainly the con- 
servative element in society is a very powerful 
one and it is no doubt this fact has that led to 
the ‘functionalist’ theory of social systems, of 
which that of Talcott Parsons is an influential 
descendant. The distrust and alarm with which 
manifestations of creativity in art, science or 
religion is met is impressive, and adults do not 
take easily to the spontaneous creativity and 
innocent penetration of the child. Is it not then 
to be expected that the creative event of birth 
will be viewed with a similar degree of anxiety? 
Not only may a baby be immediately disrup- 
tive to those around him (he can cause mental 
breakdowns and divorces) but he is a very 
appropriate symbol of growth. And for this 
reason a rigid and insecure society (or family) 
may see the necessity to control or crush him. 
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Schizophrenic thought disorder: specific or diffuse? 


By D. BANNISTER* AND PHILLIDA SALMON* 


INTRODUCTION 


Work on the psychology of thinking in terms 
of Personal Construct Theory (Kelly, 1955) 
Confronts us with the idea of construct sub- 
Systems. A central argument in the theory is 
that all constructs have limited and often 
different ranges of convenience. Thus the con- 
Struct two stroke—four stroke discriminates and 
Predicts for the element ‘motor cycle’ but is 
largely unusable with elements such as 
Oysters, people or paintings. Granted there are 
Some types of superordinate construct which 
have Very wide ranges of convenience (e.g. 
800d-bad), nevertheless it is anticipated that 
any examination of a person's total construct 
System would reveal a number of subsystems 
characterized by the presence of high relation- 
Ships between the constructs within each sub- 
System and relatively weak relationships be- 
‘Ween constructs from different subsystems. 

Slationships between constructs can be 
9Perationally defined by grid tests and express 
the lay idea that words can be seen as related or 
unrelated in meaning. 

Thus applying Personal Construct Theory 
to the problem of schizophrenic thought dis- 
Order faces us with the question of whether the 
thinking of schizophrenics is generally dis- 
ordered across all subsystems (i.e. are they 
equally confused whatever topic they think 
about) or whether it is more specifically dis- 


Ordered in thinking about some areas than 
Others, 


THE TRADITIONAL CONCEPT OF 
THOUGHT DISORDER 


Historically ‘thought disorder’ originated 
as a psychiatric concept. As such it was used at 
à level of abstraction which made no reference 


* Bexley Hospital, Dartford Heath, Kent. 


to areas, topics or subsystems of thought. 
Concepts like concretism, dissociation, derail- 
ment, irrelevance and poverty of content occur 
frequently in psychiatric texts on thought dis- 
order but no suggestion is made that they apply 
differentially to different areas of thinking. 
The unstated implication is that thought dis- 
order is a diffuse malaise which affects all areas 
and aspects of thinking and in this respect it 
seems a concept somewhat analogous to the 
notion of general dementia due to a diffuse 
process such as arteriosclerosis. 

Psychologists, in experimentally investigat- 
ing schizophrenic thought disorder, seem 
largely to accept the psychiatric notion that it 
is essentially a defect of style or method un- 
related to content. Payne, Mattussek & George 
(1959) provide as test materials variously 
shaped and coloured blocks, Zaslow (1950) 
provides geometric figures, Epstein (1953) 
provides words related to such varied topics 
as houses, cars and marriage, Gorham (1956) 
provides proverbs related to manifold aspects 
of life. All fail to discuss whether schizophrenic 
thought disorder is more likely to manifest 
itself with one kind of material rather than 
another and thereby imply that whatever the 
thought-disordered schizophrenic thinks about 
and whatever problem he is faced with, he will 
be equally likely to manifest his confusion. 

Even when psychologists make an attempt 
to specify the notion of thought disorder more 
precisely, they tend to resort to concepts which 
make no reference to content, as for example 
the work of Von Domarus (1954) and Gottes- 
man & Chapman (1960) on syllogistic reason- 
ing errors in schizophrenics and the study by 
Harrington & Ehrmann (1954) in which the 
complexity of the required responses is argued 
to be the major variable eliciting thought dis- 
order. When psychologists turn to the question 
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of content differences they are likely to pro- 
duce something like the work of Binder (1956), 
who specifically looked for area differences in 
degree of schizophrenic thought disorder but 
restricted his areas entirely to what could be 
tested by the S.R.A. tests of primary mental 
abilities. This presupposes that cognition in 
the intelligence test or problem-solving sense 
sets the limits within which we should search 
forarea differences. Alternatively, some studies 
follow the line of Johnson (1960) in his work 
on the moral judgement of schizophrenics 
which looks for specific failures in social 
comprehension, but implies that this will be 
merely one more area in which thought dis- 
order might be found rather than seeking to 
examine whether the manifestation of thought 
disorder in this area is particularly marked. 


EXPECTATIONS FROM PERSONAL CONSTRUCT 
THEORY 


Previous studies based on P.C.T. (Bannister, 
1960, 1962.) have concentrated entirely on the 
thought-disordered schizophrenic’s construin g 
of people and have indicated that certainly in 
this area (in terms of repertory grid testing) 
the constructs of the thought disordered 
schizophrenic are remarkably loose and poorly 
related. Further studies (Bannister, 1963, 
19654) have explored serial invalidation as a 
hypothetical definition of the causal process 
underlying Schizophrenic thought disorder. 
This is the notion that the thought-disordered 
schizophrenic’s Progressive loss of intercor- 
relations between his Constructs might be an 
adaptive response to repeated invalidation— 
he has repeatedly mispredicted the behaviour 
of elements and therefore loosened the inter- 
relationships between the constructs that sub- 
Sume and predict these elements so that his 
expectations are Progressively less clearly 
formulated and thereby less prone to invalida- 
tion. This line of reasoning suggests that 
thought disorder is unlikely to be diffuse and 
unlikely to affect all areas of construing 
equally, since not all aspects of our individual 
worlds will have equally puzzled us. 
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If we consider the problem of ‘thinking 
about people’ as contrasted with the gusta 
of ‘thinking about objects’, most of us wou F 
confess to holding more loosely feuis 
expectations about people. Indeed the oe 
behaviourist is in one sense a psychologist w. = 
seeks to solve the problem by regarding “ae 
“moving objects’. Clinically, we often ree 
thought-disordered schizophrenics tU 
handling doors, cutlery, and shoelaces 2 
failing entirely to distinguish friend from ie 
Many of the aetiological studies of Ls er 
like Laing & Esterson(1 964), Bateson, Jac es 
Haley & Weakland (1956) and Lidz (1 


i ce of 
Stress interpersonal events as a sour 


schizophrenic confusion. —À 
In short, a Construct Theory appr e 
predicts that areas of maximal invalidati u- 
will be areas of maximal loosening afcon 
ing and we might therefore expect that pers 
ally all of us will be more confident Poy 
than we are psychologists and ape d 
ordered schizophrenics may have E 
given up altogether trying to be psycholog 


EXPERIMENT 


The primary tool used in the operimin i 
be described is a form of repertory grid ry 
(cf. Bannister, 19625, 1965) and A 
grid tests are essentially instruments Chis 
measure the relationships between sor ey 
categories for each individual subject, i.e. t 
are measures of conceptual structure. 


POPULATIONS " 

Eleven thought-disordered Fi pier 
subjects (unanimously judged by ber gr 
Registrar and Psychologist to manifest 5 
interview the clinical characteristics of thoug 
disorder—blocking, irrelevance, poverty 
content, etc.). 

Twelve normal subjects (subjects with n9 
history of psychiatric treatment or examina- 
tion). 

TESTS 


Each subject was individually administered 
a ‘people’ grid and an ‘object’ grid, For the 
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people grid, the subject was faced with photo- 
graphs of eight people unknown to him and he 
was told that his judgement of character from 
faces was under test. He was asked to rank 
Order the eight photographs on six constructs 
given to him in adjectival form (Kind, stupid, 
Selfish, sincere, mean and honest). Immediately 
on completion he was asked to repeat the task, 
using the same six constructs but on a new set 
of eight photographs. Eight weeks later 
Subjects were asked to repeat the test on one of 
the two sets of photographs. 

The same subjects individually completed 
an object-sorting grid. They were faced in the 
first grid with an array of the names of fifteen 
Objects (e.g. bowler hat, loaf of bread, drawing 
Pin, washing machine, etc.) and asked to rank 
Order these fifteen objects on six constructs 
(large to small, thin to thick, heavy to light, 
easy to move about to hard to move about, 
curved to straight, long to short). They were 
then asked to repeat the task on a new set of 
fifteen Objects using the same six constructs 
and eight weeks later they repeated their rank 
Ordering using the same constructs on one of 
the two original sets of objects. 


SCORING 

For both object and photo-sorting grids, the 
rank orders made by the subject were (for each 
individual) compared by Spearman rho. On 
cach single grid there were six constructs 
(rank orderings) which yields a matrix of 
fifteen Spearman rhos representing the rela- 
tionships between the constructs for each 
individual for that grid. Thus for each indi- 
vidual the stability of his pattern of construct 
relationships is measured by rank ordering the 
derived matrices themselyes (from the highest 
positive correlation through zero to the highest 
negative correlation) and comparing the two 
rank-ordered matrices by a further rho. This 
final rho denotes structural stability (indepen- 
dently of the elements construed) and is 
roughly equivalent to an index of factorial 
similarity within one individual's repeated 
sortings. 
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It is thus possible to estimate for each indi- 
vidual subject the stability of his pattern of 
construct relationships on immediate retest 
across two sets of elements. This is a measure 
of ‘equivalent form’ reliability. Stability of 
pattern on the same elements over time repre- 
sents ‘test re-test reliability’ for the individual. 


HYPOTHESIS 


In line with the opening arguments of the 
study, it was predicted that thought-dis- 
ordered schizophrenics would not differ sig- 
nificantly from normals in their degree of 
stability in construing objects (i.e. utilizing 
constructs about objects) but would manifest 
significantly less stability in construing photo- 
graphs of people (i.e. utilizing constructs 
about people). 


RESULTS 


A Mann-Whitney U-test was run on the 
individual stability correlations across ele- 
ments and over time for the two groups. In 
construing objects, normals had significantly 
greater stability across elements (P < 0-02 
two tail) and over time (P < 0-002 two tail). 
Thus the first premise of the hypothesis is not 
supported. 

In construing people, normals had signifi- 
cantly greater stability across elements (P < 
0:001 one tail) and over time (P < 0-001 one 
tail). Thus the second premise of the hypo- 
thesis is supported. 

The results were further analysed to see if 
within each group object-construing was more 
stable than people-construing. For normals, 
object-construing patterns are significantly 
more stable across elements (P < 0-003 two- 
tail) and across time (P « 0-02 two-tail) and 
for thought-disordered schizophrenics object- 
construing patterns are similarly more stable 
across elements (P < 0-006 two-tail) and 
across time (P < 0-006 two-tail). 


RELATIVE PERFORMANCE 


The generally less stable performance in 
construing people as compared with Objects 
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and the fact that the object-construing of 
thought-disordered schizophrenics appears to 
have suffered at least some degree of damage 
leads us to the question of the relative loss of 
reliable structure as between objects and people 
as elements for thought-disordered schizo- 
phrenics as compared with normals. Does the 
original hypothesis hold true in relative if not 
in absolute terms? Stability correlations were 
converted to standard scores and the percent- 
age loss of stability when changing from 
objects to people was calculated for each 
subject. A comparison (by Mann-Whitney) 
of this percentage loss shows that thought- 
disordered schizophrenics have lost signifi- 
cantly more stability in construing when 
shifted from objects to people than have 
normals, both across elements (P « 0-05 one- 
tail) and over time (P « 0-001 one-tail). 

A further way of demonstrating and check- 
ing this finding is to count the number of 
individuals who achieve a statistically signifi- 
cant degree of stability in construing objects 
but produce only a non-significant or negative 
level of correlation in construing people. One 
normal and seven thought-disordered schizo- 
phrenics fell into this category and Fisher's 
Exact Method shows this to be a significant 
difference (P < 0-001). 


SOCIAL AGREEMENT MEASURE 


In addition to measuring the ‘across ele- 
ments’ and ‘over time reliability’? of each 
individual's pattern of construct relationships, 
it is possible to examine the degree to which 
the pattern of construct relationships for each 
individual agrees with a ‘normal’ pattern, i.e. 
the mean pattern for the normal group. This 
was done and again it was found that thought- 
disordered schizophrenics were significantly 
more deviant from the average pattern than 
normals on both objects (P < 0-002 two-tail) 
and people (P — 0-002 two-tail). However, if 
we again calculate how idiosyncratic each 
person is in construing people as compared 
with his degree of idiosyncrasy in construing 
objects, we find that thought disordered 
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schizophrenics have lost relatively more social 
agreement in people construing when 45 
pared with normals (P « 0-05 one-tail) an 
show more cases of insignificant levels of social 
agreement (P « 0:01 one-tail). 


CONCLUSIONS 


The major flaw in the original hypothesis 
Seems to reside in having stated it in absolute 
terms and the results do not support it "e. 
stated. However, they are clearly consisten 
With the view that the area of maximal damage 
for thought-disordered schizophrenics as be- 
tween object- and people-construing is people- 
construing. This seems to apply whether we are 
considering the stability of construct systems 
over time and across elements or considering 
the degree to which the pattern of negative an 
positive relationships between constructs g 
the general meaning) approaches an n 
tional norm. This finding is supported i A 
Salmon, Bramley & Presly (in Press), W d 
utilized a quite different measure (the Wor 
in-Context test). d 

P.C.T. might equally account for the n 
of damage to areas like nbjectcoukrning i 
terms of the linkages between subsystems erit 
areimplied in predicating a personal a 
system for each individual. Core role construc 
(constructs which subsume and predict the 
self) may form the links between our sonrt 
tion of the object-world and the pu 
and damage to these (loss of identity), €V 
though it originated in person-construing: 
might well affect object-construing. . 

In so far as this type of finding replicates; ^ 
bearsin two ways on the study of schizoph 
thought disorder. First, it suggests that tes 
and measures generally should be designed to 
investigate the area of interpersonal construing 
since this seems to be the focus of such dis 
order. Secondly, it suggests that the explana 
tions of causal process underlying schizo” 
phrenic thought disorder (particularly organic 
explanations) may legitimately be asked tO 
account for a differential degree of thought 
disorder in different construct subsystems, 


it 


Schizophrenic thought disorder: specific or diffuse? 


SUMMARY 


Personal Construct Theory suggests that areas 
of maximal invalidation will be areas of maximal 
loosening of construing, and applying the theory 
to the problem of schizophrenic thought disorder 
might lead us to expect the focus of the schizo- 
Phrenic confusion to be ‘thinking about people” 
rather than ‘thinking about objects’. An initially 
Intra-individual examination of the conceptual 
Structure (in both areas) of thought disordered 
schizophrenics and normals by repertory grid 
technique was made. All subjects appeared to be 
More stable and less idiosyncratic in object- 
construing but it was shown that thought-dis- 
ordered schizophrenics lost significantly more 
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reliability and social agreement when shifted from 
object to people-construing than normals. Repli- 
cation of such findings suggests the need for tests 
of thought disorder to examine interpersonal 
construing and underlines the onus which rests on 
explanations of schizophrenic thought disorder 
(including organic explanations) to account for 
differential degrees of confusion related to 
different construct subsystems. 
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The subjective assessment of sleep patterns in psychiatric illness 


By ANDREW McGHIE* 


INTRODUCTION 


Psychiatry has long recognized that the 
mental state of the individual is often reflected 
in his sleep rhythm. Sleep disturbance has been 
noted in various psychiatric conditions such as 
delirium, catatonia, anxiety states and depres- 
Sion. In depression, disturbance of the normal 
Sleep pattern has been regarded as having 
Particular clinical significance. It is held not 
Only that sleep is disturbed in most cases of 
depression, but some authorities who distin- 
Suish endogenous from reactive depression 
also hold that the form of sleep disorder may 
Provide a useful indicator of the type of aflec- 
tive disorder. In spite of this alleged clinical 
association between sleep disturbance and 
affective disorder, there have been few syste- 
matic studies comparing the incidence of 
disturbed sleep in depression and other diag- 
nostic groups. Indeed, there appear to have 
been few investigations into the effect on the 
normal sleep pattern of psychiatric illness in 
general. Costello & Smith (1963) and later 
Costello & Selby (1965) reported two investiga- 
tions of the predictive usefulness of the type 
of sleep disturbance in differentiating between 
Teactive and endogenous depression. Using à 
questionnaire on sleep habits which was com- 
pleted by the patient, and also observational 
data collected by the nursing staff, these 
authors found no evidence to support the 
alleged difference in the sleep patterns between 
these two forms of depression, Similarly, 
Hinton (1963) Was unable to differentiate 
groups of reactively and endogenously de- 
pressed patients on either the length of the 
sleep period or on its distribution throughout 
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the night. More recently Willis (1965) reported 
an observational study of the sleep patterns 
shown by patients in various diagnostic groups 
while in hospital. Although finding that the 
organic patients showed the highest frequency 
of overall sleep disturbance. Willis was able to 
demonstrate that early morning wakening 
(wakening between 5 and 7 a.m.) was some- 
what more frequently observed in depressed 
patients. When the depressed group were 
divided into the endogenous and reactive 
categories, it was the reactive group, however, 
who showed the higher incidence of early 
morning wakening. Another surprising obser- 
vation made by Willis was that early morning 
wakening was more frequently reported in 
depressed patients during their last, as opposed 
to their first, week in hospital. Such findings 
are of course limited in their usefulness by the 
dubious reliability of the initial differential 
diagnosis between reactive and endogenous 
depression. Although some psychiatric author- 
ities (Mayer-Gross, 1954; Hamilton & While, 
1959; Roberts, 1959; Kilch & Garside, 1963) 
are convinced that such a dichotomous classi- 
fication of depressive cases is possible, others 
(Lewis, 1934; Roth, 1960; Garmany, 1958) 
have argued against this distinction. The 
findings of Kreitman (1964) and others who 
have investigated the reliability of psychiatric 
diagnoses suggest that whatever the validity 
of this distinction, its reliability in practise is 
solowas to negateits usefulness. Hinton (1963) 
designed his investigation in a more useful 
fashion by comparing the sleep patterns of 
recovered and currently depressed patients. 
He found positive evidence to show that the 
length of sleep differed significantly between 
his depressed and recovered groups, the former 
sleeping an average of 5-50 hr, compared with 
7-17 hr for the recovered patients. This author 
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did not, however, find any difference between 
these two groups in respect of the distribution 
of sleep, depression tending to diminish sleep 
equally throughout each hour of the night. 
Hinton went on to relate the sleep pattern of 
depressed patients to a number of specific 
features typical of affective disorder. These 
comparisons showed either no, or a very 
slight, significant relationship. There was a 
positive correlation at a borderline level of 
significance, between disturbed sleep and a 
family history of depression, and also between 
the severity of depression and reduced sleep 
in the second half of the night. Hinton was able 
to show one very distinct relationship (P « 
0-001) between the clinical picture and the 
distribution of the sleep pattern. Depressed 
patients who were described as manifestly 
agitated and restless showed a distinct ten- 
dency to sleep less, this being particularly 
marked in the latter part of the night. Hinton 
also demonstrated a positive and significant 
correlation between agitation and the Severity 
of depression (P « 0:001) and concluded that 
the slight association between severity of 
depression and disturbed sleep in the latter half 
of the night was indirect and consequent upon 
the presence of agitation. 

One of the few studies of the incidence of 
sleep disorder has been reported by Weiss, 
Kasinoff & Bailey (1962), who investigated 
the extent and nature of sleep disturbance 
among a random sample of psychiatric and 
normal subjects. Weiss and his colleagues used 
à specially designed questionnaire to investi- 
gate the sleep habits of psychiatric patients and 
normal control groups. As might be expected, 
Weiss found a much higher proportion of 
sleep disturbance in the psychiatric population, 
and suggested that this form of questionnaire 
differentiated the psychiatric from the normal 
populations so effectively that one might 
regard sleep disturbance as a relatively sensi- 
tive barometer of mental health. His data also 
demonstrated that the incidence of sleep dis- 
turbance in both the normal and abnormal 
tends to increase with age. In view of this latter 
finding, the authors Stressed the need for more 
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detailed information regarding normal sleep 
patterns in elderly subjects. This suggestion 
raises an issue immediately relevant to any 
evaluation of the significance of sleep gel 
ance in psychiatric patients. The lack o 
adequate information on sleep habits in the 
normal population, and of changes in the 
sleep pattern with ageing, makes it difficult to 
evaluate the significance of sleep disorder in 
psychiatric illness. ; 

In an attempt to provide such normative 
data, an earlier questionnaire study (McGhie & 
Russell, 1962) was made of the sleep panera 
of a representative sample of the aen 
population, composed of 2500 adults age 
15-85 years. The findings of this survey sup 
ported the suggestion that the sleep pattern 
varied with increasing age. As people grow 
older they report that they sleep less, have more 
difficulty in getting off to sleep, and waken 
more frequently during the night. There was 
also a noticeable tendency for early morning 
wakening to increase steadily with age and to 
be reported with particular emphasis by the age 
group 65-74 years. On most of the items in- 
cluded in the questionnaire, there was a dis- 
tinct sex difference, the sleep pattern of females 
tending to change earlier than that of males, 
usually during middle-age. The change in the 
male sleep pattern with age was somewhat less 
marked, tending to be fully established latet 
after the age of 65 years. It was also demon 
strated that subjects who admitted pw 
nervous disposition reported a significantly 
greater degree of sleep disturbance. 


THE PRESENT STUDY— 
AIMS AND METHODS 


The present study is an extension of the 
above-mentioned investigation of norma 
sleep patterns with a general aim of gather ing 
information on forms of sleep disturbance 
reported by psychiatric patients, and evaluat- 
ing these reports against the background of 
normative data obtained in the earlier 
survey. 

Since such a direct comparison with normal 
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data was envisaged, it was necessary to collect 
the present data in a similar manner. While 
it may be argued that psychiatric patients are 
more likely to misrepresent their sleep diffi- 
culties, this objection is equally true of any 
Clinical situation where the main source of 
information is the patient's subjective report 
of his own symptoms. In this connexion it is 
Worth mentioning that in both Hinton (1963) 
and Costello & Selby's (1965) studies patients’ 
Teports of their sleep pattern were found to be 
fairly reliable. Samuel (1964) made a specific 
comparison of objective and subjective meas- 
ures of sleep disturbance in depressed patients 
and demonstrated that the patient’s self-report 
Correlated significantly with independent ob- 
servations made by nurses of the patient's 
sleep rhythm during the night. 

The questionnaire used in the present study 
Was almost identical in design to that utilized 
in the previous study of normal subjects. 
Questions were asked on their habitual time 
of retiral, the length of time normally taken 

efore falling asleep, normal wakening time, 
rising time, frequency of night wakening etc. 
ach patient was interviewed by the author 
and the questionnaire completed during the 
first week after admission. In administering the 
questionnaire, it was made clear that the 
Questions referred to the patient's sleep habits 
i the month before admission to hospital. 
an was emphasized in order to collect infor- 
mation regarding the patient's sleep at a time 
eie he was suffering from the symptoms 
vindi eventually led to his admission, but 
efore his sleep pattern was artificially altered 
Y hospitalization. In this manner a group of 
E patients, consecutively admitted to hospi- 
» Completed the questionnaire and the main 
p. Of this report is concerned with the analy- 

$ of the resulting data. Apart from the 400 

— who took part in this enquiry, there 

fea a total of 18 patients whose questionnaires 

" to be rejected or who would not co- 

e sufficiently. The majority of this group 

an uM were elderly and suffering from 
vanced senile illness. 

he main questions which this investigation 
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was designed to answer may be enumerated 
as follows: 

(1) Do psychiatric patients, as a group, 
report a change in sleep pattern which, in 
degree and form, differs significantly from that 
reported by subjects in the normal population? 

(2) Are the pronounced variations in sleep 
pattern with age and sex, which were already 
shown to occur in the normal population, 
reported in a psychiatric population? 

(3) To what extent does the sleep pattern of 
depressed patients differ from that reported by 
patients in other diagnostic categories? Do 
such differences, if any, indicate that the form 
of sleep disturbance is a useful diagnostic 
criterion of affective disorder? 


RESULTS 


Since the main interest in this survey was 
directed towards disturbances in the sleep 
pattern, analysis of the data was centred on 
six specific indices of sleep disturbance. As in 
the previous normal study (McGhie & Russell, 
1962), these indices were operationally defined 
by selecting an arbitrary cut-off point in the 
distribution of each variable. The main vari- 
ables considered in the present study were as 
follows. (1) Short sleep period (5 hr. — , repre- 
sented by a sleep period of 5 hr. or less). (2) 
Early insomnia (13 hr.+, over 14 hr. before 
getting off to sleep). (3) Early morning waken- 
ing (—5a.m., wakening habitually before 
5a.m.). (4) Light sleep (sleep is light and 
subject easily wakens) (5) Frequent night 
wakening (patient regularly wakens several 
times during the night). (6) Frequent morning 
tiredness. 

Inanalysing the data gathered in this survey, 
the 400 subjects involved were first considered 
together and their responses compared with 
those given in the earlier study by the normal 
group. 

We might first consider the distribution of 
the number of hours slept as reported by the 
total psychiatric sample and by the normal 
sample (Fig. 1). The distribution of the sleep 
period of the psychiatric sample is positively 


224 


skewed in comparison with that shown by the 
normal sample. If we accept 7-8 hr. as an 
average sleep period, then 42 % of the patient 
sample report a below average sleep period, 
as compared with 23 % of the normal sample. 
The corresponding Proportions relating to a 
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Fig. 1. Distribution of sleep period—patient 
and normal groups. 


| | Normal group 
[ZZ] Patient group 


Ù 


% 40 


ANDREW MCGHIE 


normal sample was no longer apparent in the 
present sample of psychiatric patients. 

The comparison of responses from the 
patient and normal samples on the six main 
variables covered by the questionnaire is indi- 
cated in Fig. 2. The differences between the 
two groups on each of the six variables are all 
significant beyond the 1% level. The higher 
incidence of different forms of sleep disturb- 
ance in a psychiatric population already pi 
ported by Weiss er al. (1962) is thus substanti- 
ated by the present survey. Because the size of 
the sample did not merit a breakdown pl 
decades as in the normal study, the group © 
400 patients was separated into three age 
groups: 15-34 years, 35-54 years, and over 
55 years. When the two populations were ae 
pared within these age groups, it was readily 
apparent that the increase of sleep disturbance 
with age, although still present in the pae 
atric groups, was much less marked than wa 


5 hr. or Pre-sleep Early Light Frequent night Morning 
less sleep period wakening sleep wakening tiredness 
(+1) hr.) 


Fig. 2. Patient v. normal group comparison. 


sleep period longer than the average are 
identical (15% for both groups). Continuing 
thisoverall comparison ofthe two populations, 
it was immediately evident that the clear-cut 
Sex difference noted in the sleep patterns of the 


the case in the normal groups. Although the 
psychiatric group still reported a significantly 
higher incidence of the different forms of sleep 
disturbance, the difference between the two 
groups narrowed as age increased, In the older 
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55-64-year group there was in fact no signifi- 
cant difference between the two populations, 
either in the length of the sleep period or in the 
reported incidence of early morning wakening. 
Thus, although sleep disturbance is still a use- 
ful indication of psychiatric disorder, its 
Significance appears to diminish with increas- 
ing age. 


75 

7i EZ : 

70 Depressive grou 
i 77 Dep group 
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different forms of sleep disorder tended in each 
case to be slightly higher in depressed patients, 
the difference between the two groups reaches 
statistical significance only in respect of 
morning tiredness (5 % level). One might also 
note here that the proportions of depressed 
and non-depressed patients reporting early 
morning wakening are almost equal. 


5 hr. or Pre-sleep Early Light Night Morning 
less sleep period wakening sleep wakening tiredness 
(+1! hr.) 


Fig. 3. Depressive v. non-depressive patients. 


Pow general differences between a psychi- 
in F aa a normal population are not surpris- 
am andit is perhaps more relevant to examine 
iim es i sleep disturbance reported by 
em pe. diagnostic groups. Because of the 
de Phasis placed on disturbed sleep in some 
ie essed patients, the next part of the analysis 
ait with the responses given by depressed 
hos For this purpose, the total psychi- 
sedi. ple was divided into two categories: 
sis in iagnosed as having an affective psycho- 
the Eri. and the remainder of the sample in 
ese t cr. Throughout the rest of this report 
Siere groups will be referred to simply as 
Son p, ES an d‘non-depressive’. A compari- 
Variabi, ween these ‘two groups on the six 
illustrate examined by the questionnaire 1s 
ed in Fig. 3. Although the incidence of 


It has been suggested by Kraines (1957) that 
sleep disturbance in depressed patients may 
take a variable form and that a separate 
comparison of specific types of sleep disturb- 
ance may underestimate the incidence of 
depressive sleep disorder. It was decided to 
check this possibility by calculating for each 
patient a total sleep disturbance score. As 
there is no satisfactory way of evaluatin g the 
relative significance of the different forms of 
sleep disturbance, it was considered inadvis- 
able to attempt to weight the various items in 
any way in calculating these scores. The com- 
bined sleep disturbance score was thus calcu- 
lated simply and approximately by giving each 
patient one point for each of the six forms of 
sleep disorder reported by him. The patients 
were then divided into three grades on the basis 
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of their combined score. A comparison of the 
proportion or depressed and non-depressed 
patients falling into these categories is repre- 
sented in Fig. 4. This comparison shows no 
significant differences in this global measure 
of sleep disturbance between depressed and 
non-depressed patients. 
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diagnosis on admission to hospital, and it tuighi 
beoe fistalraradorcinsibgpastcs FOIT 
up could invalidate the present ape 
rough check on this possibility was made a 
taking a random sample of 20% (80) of s 
400 patients and checking on any hog ri 
the diagnosis made within a period of 


Minimal 
Z disturbance 
Medium 


Maximal 


Depressive 


Fig. 4. Combined sleep-disturbance scores (D. v. N. 


Finally, the patients diagnosed as suffering 
from a psychiatric condition other than an 
affective disorder were arranged in groups 
according to diagnosis, and the pattern of their 
responses re-examined (see Fig. 5). It was evi- 
dent from this examination that patients with 
a schizophrenic or paranoid psychosis and 
patients suffering from an organic disease 
process showed comparatively little sleep 
disturbance. In contrast, those patients with a 
neurotic disorder showed a relatively high 
incidence of sleep disturbance, For example, 
37 % of anxiety neurotics reported a maximal 
degree of sleep disturbance, while only 20 % of 
depressed patients did so. 

From these comparisons one finds little 
support for the traditional clinical assumption 
that sleep disturbance is an important specific 
feature of depression. However, these com- 
parisons have been based on the patient’s initial 


Non-depressive 
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months after admission. It was found that ho 
in a very small proportion (8 %) of these Tid 
had the initial diagnosis been altered. sad 
were mainly patients whose further inves j* 
tion had clearly established the gen. a 
organic cerebral disease. Nevertheless, it ie 
considered worth while extending this inve " 
gation in order to consider a smaller ee ed 
patients who were referred by their Vago re 
psychiatrist as having a welbestablished, "s 
nostically unambiguous affective psyc - wy 
A total of thirty patients were so examine Im 
means of a somewhat modified cna sil 
This latter questionnaire contained a xd 
of additional questions aimed at elict 2. 
information, not only about the JURE 
sleep pattern during the course of his nm s 
sive illness, but also prior to its onset. Ina of 
tion, these patients were asked a e a 
specific questions relating to their emotio 
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Teactions to any sleep disturbance which they wakening was reported by 47 % of this smaller 
reported. The emphasis in this inquiry was group, as opposed to 42% of the depressed 
mainly on the three types of sleep disturbance and 32 94 of the non-depressed patients from 
Considered to be of most clinical importance, the larger sample. The / incidence of early 
namely, early insomnia, frequent night waken- morning wakening in this smaller sample ds 
ing, and early morning wakening. In this 20 °%, which bears comparison with the 17% 
smaller sample of well-established affective reported by the larger group of depressed 
psychoses, 43% of the group reported early patients and the 16% incidence reported by 
insomnia during their illness. Frequent night the non-depressed patients. n would thus 
Wakening was reported by 47%, and early appear that around 1 in5of patients diagnosed 
morning wakening by 20 %. It was noticeable as having an affective psychosis include early 
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Fig. 5. Combined sleep-disturbance scores (all diagnostic groups). 


that of the small group of 6 patients who re- morning wakening as one of their symptoms. 
Ported early morning wakening, 5 also de- In evaluating the significance of this finding, 
Scribed a difficulty in getting off to sleep. Three however, it is advisable to first ascertain 
Of these 6 Patients complained of early morn- whether such reports indicate an actual change 
Ing wakening spontaneously when asked to in the normal sleep pattern concurrent with 
describe their symptoms, while the remaining the development of the depressive illness. Of 
F ents reported this only in reply to à speci- the 6 patients in the smaller sample who com- 
Sn man Comparing these proportions plained of early morning wakening, 2 declared 
df dio Ose already given by the larger sample that wakening early in the morning had been 
bnc Patients, it can be seen that the inci- an established part of their sleep rhythm for 
higher : 4395 for early insomnia is slightly some years prior to their illness. These patients 
of dig: an that reported by the larger group were bothin their early sixties. Ofthe 13 patients 
otii a patients (30%) and by the non- who described early insomnia, 5 again con- 
Patients (27%). Frequent night firmed that this had been part of their sleep 
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rhythm for some time before the illness. About 
the same proportion (6 out of 14) of the patients 
complaining about frequent night wakening 
also described this as being part of their 
normal sleep pattern. In each case these 
patients who confirmed that the onset of sleep 
disturbance occurred some years before the 
onset of their illness were above the age of 
50. This supports the earlier suggestion that 
in evaluating the significance of disturbed 
sleep in psychiatric patients, the age of the 
patient must be borne in mind, Finally, the six 
patients in the small sample who described 
early morning wakening were re-examined in 
order to ascertain whether any difference 
existed in their clinical picture when compared 
with the remainder of the group of affective 
psychoses who did not report this symptom. 
This difference was immediately evident, both 
in the behaviour of the patients during inter- 
view and on perusal of their case histories. All 
but one of these six patients had been described 
as extremely agitated and their restlessness and 
motor excitability was clearly evident during 
interview. Of the remaining twenty-four 
patients who did not report early morning 
wakening, there was only one case in which 
agitation played a prominent part in the 
clinical picture, the majority of these patients 
being severely retarded. In each of the Six cases 
reporting early morning wakening, the patients 
themselves volunteered that their depression 
and agitation was most severe during the period 
between wakening and rising. Itis thus possible 
that, although the incidence of early morning 
wakening is itself of little diagnostic signifi- 
cance, the patient’s subjective reaction to this 
experience is of some importance. The sugges- 
tion of a relationship between early morning 
wakening and agitation is interesting in view 
of Hinton’s earlier findings that clinically 
observable agitation was strongly associated 
with a greater loss of Sleep in the latter part of 


the night. 
SUMMARY AND CONCLUSIONS 


The findings of the present study confirm 
the clinical observation that a disturbance in 
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normal sleep pattern is often found in ee 
atric disorder. The psychiatric sample o "y 
patients included in this survey — s 
sleep pattern which is disrupted ina esc 
ways during the time that their psyc E 
symptoms are apparent. These eie] deb 
plained more frequently of a reduce om 
period, difficulty in getting off to bec 
frequent night wakening, and of hw eus 
early in the morning. They describe ed 
sleep as lighter, and report feeling Or fel 
in the morning. As age advances, the arial 
ences in the sleep pattern between E duis 
and psychiatric groups tend to diminis ? = 
to the increase in sleep disturbance with a£ 
in the normal population. 
In view of the aurum hitherto ee 
to sleep disorder as a symptom of nw 
illness, the results of the present qo» e in 
are somewhat surprising in that they wit 
confirm any such relationship. The Lp uin 
findings may of course merely reflect the wes 
comings of the method used to collect icm 
As many clinicians are justifiably — 
of the questionnaire approach to C vini 
problems, it may be worth while emphas ge 
that the information was elicited p 
patient in the course of an informal Qus de 
The patient's comments regarding his dig 
habits were later transferred to a quest! It 
naire to facilitate tabulation of the ee 
might also be argued that, in evaluating ies 
significance of the present sleep patero; ac 
normal clinical practice is to look Kee a ws 
patient as his own control, rather i Tf 
compare his report with external “455 i he 
sleep disorder is as directly related ud 
affective psychoses as is frequently ue ffer- 
one might still, however, expect group ue 
ences between these patients and patien Thé 
other diagnostic groups to be apres de 
reports of the second smaller sample nA ilis 
pressed patients do not at any rate ciis Y 
argument that affective psychoses procu 
disturbance in the sleep pattern. Finally, it may 
be objected that such arbitrary criteria of sleep 
disorder as used in this survey are artificial m 
that, for example, early morning wakening in 
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some patients may mean wakening at 6 or 
7 a.m. The arbitrary cut-off points for each of 
the six variables of insomnia were of course 
used here to allow a ready comparison with 
the information collected earlier on the normal 
sleep pattern. In spite of the admitted articifi- 
ality of these criteria, one might still expect any 
real differences between depressed and non- 
depressed patients to show themselves in the 
Comparisons made. In estimating the relia- 
bility of the present findings, one is perhaps 
encouraged by the degree to which they ap- 
Proximate to those reported by other workers 
Whose approach has been systematic, although 
different in many ways. à 
Hinton has suggested that clinical concepts 
concerning certain types of depression being 
related to certain patterns of insomnia may 
have been developed and maintained by the 
unwitting selection of evidence favouring such 
Preconceived views. It would certainly seem 
that the clinician is more likely to note depressed 
patients who report or admit to early morning 
wakening than those depressed patients whose 
Sleep is not so disturbed. It also seems likely 
that he will be less inclined to ask direct 
questions about sleep disturbance, and early 
Morning wakening in particular, when faced 
With a patient who is clearly not depressed. 
Finally, the evaluation of any clinically ob- 
Served incidence of sleep disturbance in 
depression presupposes the knowledge of the 
incidence of such a disturbance in the normal 
Population. Although there is still a poverty 
of such normative data, the present study and 
that reported by Weiss et al. suggest that what 
We usually regard as sleep disturbance may 
often be a normal consequence of ageing. The 
fairly well defined change in the sleep rhythm 
With age must certainly cause us to consult such 
Normative data as is available before conclud- 
Ing that sleep disturbance in patients is in any 
Way abnormal and a part of the clinical picture. 
The evidence from the present survey suggests 
that the significance of sleep disturbance as an 
indicator of depression should be treated with 
reservation. Even when patients are selected 
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with some care as exhibiting classical features 
of affective psychosis, the incidence of early 
morning wakening and other forms of sleep 
disturbance is still only 1 in 5, and not signifi- 
cantly higher than that reported by patients in 
other diagnostic categories. There is some 
support, however, for the suggestion that de- 
pressed patients who do waken early in the 
mroning experience their most severely de- 
pressed feelings at this time. There is also some 
support for Hinton’s earlier finding that early 
morning wakening is associated more directly 
with agitation and restlessness, rather than 
with depression per se. 

In a recent address, Professor Roth com- 
mented that psychiatry had now entered into 
an ‘actuarial phase’ in its development. The 
term seems to be an entirely apt description of 
the present encouraging and exciting tendency 
for the clinical psychiatrist systematically to 
examine the evidence for and against many 
well-established clinical beliefs. It would seem 
highly likely that, under such scrutiny, some 
past clinical observations will prove to be well 
founded, while others will be found wanting. 
On the evidence of this and other related stud- 
ies, it would seem that the alleged relationship 
between early morning wakening and the 
affective psychoses may ultimately fall into the 
latter category. Some clinicians may find the 
present conclusions unacceptable and con- 
trary to their own clinical experience. It would 
seem reasonable to suggest in view of this and 
previous systematic studies that the onus of 
proof now falls on them to demonstrate the 
validity of their impressions. 
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Considerations for a diagnosis in marital psychotherapy* 


By GUILLERMO TERUEL} 


In the course of one's psychotherapeutic 
Work with marital problems, sooner or later 
one becomes aware of the problem of diag- 
nosis. It obviously helps when it comes to 
Prognosis and treatment. In clinical medicine 
It is imperative to have a diagnosis; and it is 
the same in psychiatry. For me marriage is a 
dynamic relationship between two human 
beings. A group is the result of this relation- 
Ship, and as such it obeys the dynamic rules of 
Sroups, as formulated by Le Bon (1947) 
Freud (1921), Bion (1961) and others. ' Pulls 
and pushes’ (an expression derived from 
Ezriel's (1953) work with groups) are in con- 
Stant operation in the most normal marriage; 
it is an implicit part of it. In a more psycho- 
analytic sophisticated language one may state 
it by saying that there is a constant inter-flow 
Of projections and introjection of feelings of 
love and hate, envy, jealousy, etc. What I 
Want to say then is that dynamic principles 
Operate in normal and abnormal marriages. 
and that perhaps one could make use of these 
dynamic principles to make a diagnosis. 

In order to know more about this I have 
become involved in a research project for the 
last two years at the Marital Unit of the Tavi- 
iad Clinic. In the course of this project I 
i evolved a method of interviewing which 
iter v» has helped me tremendously in under- 
M a, certain dynamic patterns of inter- 

tionships between a man and his wife. The 
ae object of this paper is to communicate 
eens to you. This research would not 
astic een possible at all without the enthusi- 
collaboration of Dr Henry Dicks, 


s Read on Wednesday 26 August 1964 at the 
: a Therapy Section of the Sixth International 
: gress of Psychotherapy held in London. 
Nie Venezuela, formerly W.H.O. Re- 
ch Fellow, Tavistock Clinic, London, W. 1- 


Director of the Marital Unit and one of the 
outstanding pioneers in marital psychotherapy 
in England, who has made it possible for me to 
interview and make the preliminary diagnosis 
in some thirty cases. 

When the case is given to me for interview- 
ing, a letter is sent to the party in question, with 
a collective heading, namely Mr and Mrs X. 
They are told by the Secretary that Dr Teruel 
would be pleased to see ‘both of them’ for a 
joint interview on such a date at such a time. 
Would they please let him know whether this is 
convenient for both of them. 

By using this simple procedure in asking 
them to come for a joint interview the experi- 
ence has been so far that both do come to the 
interview. 

For me this procedure of having them come 
together for the first interview is essential. As 
already stated, if they form a ‘group’ they 
should come as a group. On the whole the 
usual tendency of those workers in marital 
psychotherapy is to seek individual interviews 
and then make a ‘reconstruction’ of the 
marital conflict by ‘connecting’ one piece of 
information elicited from one partner with the 
information obtained from the other. I empha- 
size the point of the joint interview in the first 
visit to the Clinic because I feel that with it 
both partners realize that their marriage is a 
serious matter where both share the responsi- 
bility of its present conflict. 

My usual procedure is not to pay much 
attention to what has been done by others 
before my interview. In other words, I should 
like to meet the people in question for the first 
time. In order to avoid the embarrassing situ- 
ation of not knowing what to answer if they 
should ask me if I read their application form 
what I do is simply to have a superficial look át 
the answer to the question of their reason for 
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seeking help. So I usually commence my inter- 
view with a simple statement, to the effect that 
I know something about their problem but 
would like very much if they could amplify 
what they had written and tell me as much 
about their marriage as possible. Then I sit 
and wait. My attitude is a friendly one but I do 
not try to reassure them in the least and above 
everything else I do not try to interpret their 
behaviour towards each other or towards 
myself. I only break this rule if the situation is 
so openly hostile towards me that I consider 
it an obstruction which has to be clarified 
before proceeding any further. ThenI interpret 
their behaviour towards me by using whatever 
material they have given me already. As soon 
as I ask my usual question a number of things 
begin to happen. There is usually an embarras- 
sing silence and then they begin to manipulate 
each other and the observer. They may direct 
themselves to me as individuals, or try to speak 
to each other, or fight each other, or ask me 
questions, etc. Everything here is important 
and I have come to the conclusion that if one 
is in a quiet and receptive mood all the time, 
the information that begins to make itself clear 
is astounding. I seek information, but the facts 
they want to convey to me must be substanti- 
ated. I do not take ambiguous remarks. I am 
always asking for amplification or clarification 
of remarks passed at the interview. Sometimes 
I note certain reactions when a clear pattern 
emerges in the interview. T may say: ‘I have 
noted that when Mr X does or says such and 
such a thing, Mrs X does such and sucha thing; 
now, what you have shown in front of me, is it 
the sort ofthing that takes place outside of this 
room between both of you?’ If one is very 
clear about the observations the answer is 
usually a positive one. With this Ido not mean 
to state that I ‘interpret’ to create a ‘change’ 
in them. It is not a *mutative interpretation? 
in the psychoanalytic sense. It is a ‘notation’ 
to make them know that I understand things 
they have not said but have acted out in my 
presence, and with this information in mind it 


if easier to solicit from them more information 
so the same sort. 
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As the interview proceeds and no 'inter- 
ference’ from the observer-interviewer 1S 
created, a particular phenomenon takes place. 
Before going into this, I should like to report 
that I avoid direct questions about the 
marriage. Instead, I try to allow them to bring 
me the information in their own words and m 
their own time. This means that such inter- 
views must be fairly long. The average ume 
spent on them varies between 1} and 2 hr. On 
some occasions I have found that one inter- 
view is not enough and ask both partners to 
come again. This has happened about four 
times. They have never refused. : 

The phenomenon I should like to report i5 
what I have called, for convenience's sake, the 
"emergence of the dominant internal object 
which both partners seem to share inside them 
selves in the marriage. I shall give you severa 
examples at this point: 


Case 1 


A dentist and his wife, another dentist, came 
for a joint interview. After my usual question -— 
was an immediate reaction of alarm in Mrs A an 
right away she began to defend herself by a 
she had nothing to tell and that it was her ie 
who should tell me about the difficulties they w- 
Bynowshehad slumped herself in the chair. Mrs 
was a slender-looking woman, hardly d aam 
her ways, with a pale and unhealthy-looking skir " 
During most of the interview she remained aloo. 
and watchful. Sometimes she would interrupt her 
husband and easily pierced his arguments. It los 
quite clear how she had pushed Mr A into th 
active role in the interview. 4 

The husband was a moon-faced, rosy-cheeke! 
individual who looked more like a preacher than 
anything else and he continued to give me back” 
ground material for a full hour in a monata 
and boring manner without in fact coming to t 7 
actual problems in the marriage. At one period o 
the interview Mr A was discussing the time they 
became engaged and how much he had felt at the 
timehe wasaboutto give uphis studiesin dentistry; 
at this point Mrs A took over and began to tell me 
that Ais family were most unsympathetic people 
and that particularly his mother was cold in her 
relationship with him. Then Mrs A went on to say 
that her husband was an only child, like herself. 
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Once a ‘dominant internal object’ appears 
spontaneously on the scene I follow it with the 
greatest care and see how it evolves in the course of 
the interview. Here I feel Iam already dealing with 
unconscious material, dealing with their internal 
world. In the example already quoted when MrsA 
begins to speak about Mr A’s parents, and particu- 
larly his mother, I immediately supposed (from 
Thy own theoretical references) that Mrs A had 
Projected into Mr A her own fantasied mother, 
and that at that moment this mother is living inside 
Mr A. Since Mr A’s response in the interview to 
the material presented to him by his wife was one 
of full acceptance, I took it for granted that he was 
also unconsciously accepting the role of having his 
wife’s mother living inside him. In other words, I 
Say that this marriage is sharing an internal object 
represented by mother and that the characteristics 
Of this internal mother is one of coldness. 

It is my belief that if the observer-interviewer 
does not ‘blur’ or throw out of focus the material 
with unnecessary interpretations, the ‘dominant 
internal object(s)’ will emerge spontaneously in 
the course of the interview. On some occasions this 
does not happen (and I believe at present that this 
'S mostly due to lack of time by the interviewer). 
On these occasions what I tend to do then is to ask 
the Couple almost at the end of the interview if they 
could tell me something about their background. 
I then sit back and wait. What usually happens is 
that a series of ‘pulls and pushes’ take place and 
eventually they structure a reply which brings with 
tthe ‘dominant internal object’ or part of it. Some- 
times one could use this last question as a way of 
Confirming what has emerged spontaneously. 

I would like to repeat that I consider my last 
question a ‘second best’ and would much more 
Prefer to have the ‘dominant internal object or 
Objects” emerge as part of a mutual unconscious 
Understanding between the spouses. 


Case 2 


, Tn this case, where a sexual perversion was 
rout on the part of the husband, for a long 
e m inte interview Mrs B behaved as if she were 
mea pain about the discussion taking place in 
onec ir She was a well-built, and attractive 
ions ant her mid-thirties. The husband was a 
head ooking man, with bulging eyes and a small 
e ti who spoke with great rapidity and tried all 
Sexu T to shower the blame on to himself. The 
al perversion was given in great detail with 


concomitant big sighs from the wife and great 
anxiety in the husband. Eventually Mrs B wept. 
The husband introduced the subject of his wife 
not having been understood by doctors at all 
before; in fact they had simply limited themselves 
to telling her to run along and have children. 
Eventually he also spoke about his own insecurity 
in himself and perhaps that such things are fed into 
the marriage. After the interview had been going 
on for about an hour, Mr B began to speak about 
the fact that he worked in his mother’s business. 
Bit by bit his mother began to be discussed by Mr B 
at great length. The picture was rather unpleasant. 
At this point Mrs B began to be most interested 
in the discussion and immediately plunged into it 
by carrying on discussing the mother-in-law. She 
even talked about early facts in Mr B’s childhood. 
This mother was a most ambivalent object. When 
Mr B's mother had visited them in the country 
she had made a mess of their place, by leaving 
debris all over, by inviting all her friends in, and 
finally leaving the house unrecognizable. She also 
had accused Mr B's wife of stealing from her at the 
time. Almost at the end of the interview, when I 
asked Mrs B to give me some idea of her back- 
ground, she went on to tell me that everything 
was all right. At this point Mr B jumped in and 
began to tell me all about her unhappy family 
background. 

In this case, to me the most important ‘internal 
object’ dominant at the time was Mr B's mother 
shared by both. The fact that Mrs B could not tell 
me about her own background confirms the point 
that her own family, particularly her mother, is 
inside Mr B. These marriages where one partner is 
the container of the hated dominant internal object 
prove difficult to treat because, as in this case, only 
one partner seems to be the very ill one. Mr B 
accepted that he had such a bad mother; Mrs B 
simply projected her own bad mother into Mr B 
and therefore the mother figure was reinforced. 
The treatment of this case proved this point 
exactly, in the sense that one of the partners would 
try to manipulate the other into homicide. To the 
partner with the ‘double-charge’, so to speak 
this internal persecutor had to be killed off. ;to the 
opposite partner he had to be manipulated into 
the murderer-role. In this neurotic collusion one 
partner would have to disappear, because with it 
the persecuting internal object would also dis- 
appear and with the full acceptance by the partner 
carrying such a persecuting object. 
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Case 3 


These cases are characterized by a fight-flight 
relationship. Some of the unconsumated marriages 
seem to possess this characteristic. In the actual 
interview these cases remind one of a match (i.e. 
boxing, wrestling, football, etc.) where the inter- 
viewer is allowed to whistle for the beginning of 
the contest; the rest is done by them. This means 
fight, and fight they do. No amount of intervention 
or interpretation breaks these groups up at all. 
One of the wives in such a group told me as she 
left, with a complacent, smug expression on her 
face: ‘Better luck next time!* 

My present feeling about these cases is that the 
amount of fighting enacted before one’s very eyes 
has the unconscious purpose of a collusion in both 
spouses to hide a most disastrous inner world; in 
other words, a catastrophic world of inner objects, 
usually part-objects. These cases present the most 
alarming challenge and there is very little hope for 


such a marriage with our present psychological 
knowledge. 


Case 4 


After about 6 years of a strange and sophisti- 
cated courtship, a man of Spanish descent finally 
married, but he brought with him a boy he had 
helped to educate since the latter was 12 years old 
(at the time of the interview this boy was a young 
man of 21), The person he married had been 
married before and brought into the marriage two 
adolescent children, a boy of 17 anda girl of 15. 
They had only been married 7 months when they 
came to the clinic. The main complaint by the 
husband who seemed to be an intelligent and 
insightful person, was that his wife did not obtain 
any sexual pleasure out of intercourse. She was also 
unreasonable and suspicious, and these traits were 
particularly promine 


The only way out was for her to shut herself in her 


great deal ha 
the respectiv 
wife's mothe) 
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wife but in the process he had also become dis 
tressed and depressed. ed 
Later on in the interview when they gave m sd 
bit more about their family background I d 
that Mrs C, apart from the episode where aid 
mother showed her face without make-up bem 
nothing else about her. When questioned to te # 
a bit more about her mother, Mrs C then m 
toher husband in the room and said: * What abo 
her? What is she like?" Then her husband took UP 
the point and gave me some facts about her d 
Again we see in this example how Mr C in ial 
duced the old-looking mother and the re 
upheaval which followed, namely ame : 
depression. Later on Mrs C turns to her husba It 
when she needs information about her vage 
is quite evident that Mr C contains the beeen 
internal object’, and that Mrs C has projecte and 
object into him; so he is containing the old a 
depressed mother that both are sharing. 


Case 5 


A tall and husky car dealer of 38 came ee 
wife, a thin and depressed-looking woman oe 
(who looked much older), to a joint interview- 2 
main complaint expressed by both was the = i. 
sexual interest and impulses in Mr E towar 
wife. ^ 

After my introductory remarks there h nds 
scuffle between them as to who would yox = 
Finally Mr E emerged as the spokesman. He = 
to recall Mrs E’s nervous breakdown, a p iza 
depression, which had necessitated hospi i by 
tion, 2 years ago. This statement was me E 
an idealized version (particularly shared by id 
of the life they had had on a farm for 8 d pegot 
fact the present conflict in the marriage ha 
after they left the farm 3 years ago. ss: dis 

In the course of the interview Mr E pos Na 
Scribed by Mrs E as a withdrawn and scias 
personality, who hardly spoke or pce gam 
with her or people outside the family. Mr A n 
with this description. Nevertheless in the vm 5 
interview settings things developed in pm s 
different manner: it was Mr E who did $ de 
talking and proved himself to be a fairly p ea s 
and loquacious person, while Mrs E lookec epi 
seemed depressed and resentful of the téte-à : 
which she allowed her husband to have with à 

When two-thirds of the interview had gone : 
in such an atmosphere Mr E's father s name S 
some of his characteristics were mentioned. At th 
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precise moment Mrs E suffered a transformation: 
she immediately took part in the discussion, her 
face glowed with affection and joy. She carried on 
discussing the character traits of the father-in-law 
with great enthusiasm. At this point man and wife 
ot on together very well indeed. Mr E's father was 
described as a quiet and solitary man, a very 
difficult man to talk to. In spite of these traits every 
time one of them was mentioned there was the 
Same glow and enthusiasm in Mrs E's face. 

In this case it became very clear how the *domi- 
nant internal object’ was Mr E's father, shared by 
both in an idealized manner. In other words they 
Were sharing an internal idealized father figure. 

The complete interview revealed to me that this 
Was a marriage based on idealization-persecution. 
The idealization was projected into Mr E, the 
Persecution into Mrs E. The split was so definitive 
that it was alarming, because such a marriage was 
based on a very primitive organization. 


The *dominant internal object or objects", 
usually related to mother or father, can be a 
Part object’ (that is, a breast or a penis) or it 
can be a ‘whole’ person (namely the whole 
mother or father). To discern not only the 
Conscious’ interaction in the marriage but 
also the ‘unconscious’ relationship leads one 
Into further considerations. If the ‘dominant 
Internal object or objects’ are related to * part- 
Objects’ then we can take it for granted that 
both husband and wife are relating on a very 
Primitive basis where only the breast or the 
Penis is important (or other parts of the body). 
These marriages bring with them emotional 
defences based on ‘splitting’ mechanisms, 
Particularly splitting of the ego and in the 
Object and paranoid anxiety. If on the other 
hand we are dealing with ‘whole’ objects then 
We can take it for granted that the partners are 
More mature people, capable of real love, 
reparative drives, forgiveness, with a capacity 
Withstand loss, console, etc. With marriages 
¿n conflict to have this second structure where 
rl objects are forming part of the ego, 
eoa one finds is that they use defences in order 
Gene pain involved in recognizing “good 
*' objects and the damage done to them 


th : v 
ss eh their aggressiveness, greed, envy, 
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I think at this point it has become very clear 
that I am using a body of theories to sub- 
stantiate what I observe in a joint interview. 
The views on the primitive human mental 
development as formulated by Fairbairn 
(1952) and Melanie Klein (1948, 1952) is most 
essential in my theoretical framework. It is 
indispensable to keep in mind six psycho- 
analytical elements which contribute to give 
solidity to my technique. I shall describe them 
very briefly (see Hanna Segal, 1964). 

(a) Internal objects are objects introjected 
into the ego; and internal world is the result of 
the operation of unconscious phantasy, in 
which objects are introjected and a complex 
internal world is built up within the ego, in 
which the internal objects are felt to be in a 
dynamic relationship to one another and to 
the ego. 

(b) Projective identification is the result of 
the projection of parts of the self into an object. 
It may result in the object being perceived as 
having acquired the characteristics of the 
projected part of the self but it can also result 
in the self becoming identified with the object 
of its projection. 

(c) Part objects are objects characteristic of 
the paranoid-schizoid position. The first part 
object experienced by the infant is the breast. 
Soon other part objects are experienced— 
first of all the penis. 

(d) Paranoid-schizoid position is the earliest 
phase of development. It is characterized by 
the relation to part objects, the prevalence of 
splitting in the ego and in the object and 
paranoid anxiety. 

(e) Depressive position is ushered in when 
the infant recognizes his mother as a whole 
object. It is a constellation of object relations 
and anxieties characterized by the infant's 
experience of attacking an ambivalently loved 
mother and losing her as an external and 
internal object. This experience gives rise to 
pain, guilt, and feelings of loss. 

(f) Whole objects describes the perception 
of another person as a person. The perception 
of the mother asa whole object characterizes 
the depressive position. The whole object 
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contrasts both with the part-object and with 
objects split into ideal and persecutory parts. 


Ambivalence and guilt are experienced in 
relation to whole objects. 


SUMMARY 


The object of this paper has been to present ina 
practical manner material based on experience 
with disturbed married couples in joint interviews, 
The result of the technique used in such interviews 
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is the emergence of what I have called the Mes 
nant internal object or objects’, part of the be 
world of both partners and which seems reti- 
shared or reacted to. Only very superficial theo not 
cal consideration have been mentioned so pe ed 
to blur the practicality of the technique wie , 
and the way that such ‘dominant internal er 
emerge. A more thorough investigation of lica- 
theoretical considerations, as well as the ae 
tion of the concept of the ‘dominant pe 
object(s) in the treatment situation will be 
cussed in a future paper. 
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An introduction to the study of tensions among psychotherapists* 


By L. CHERTOKT 


Although my paper is concerned with 
tensions and quarrels between psychothera- 
Pists, I do not wish to overestimate these 
negative aspects. No one can deny the contri- 
bution made by psychotherapists to better 
understanding and a more humane attitude in 
PSychiatry and medicine. Moreover, a certain 
amount of disagreement is not only inevitable 
but provides a stimulus to further advances. 
But since such tensions do exist, we must do 
Our best to study and understand them in a 
Proper scientific spirit. 

These tensions have frequently ended in 
quarrels, and these quarrels have sometimes 
been quite violent. This paper will not deal 
With results derived from systematic investiga- 
tion, but will consist simply of a few sugges- 
tions Which, I hope, may stimulate fruitful 
discussion. The field is one as yet practically 
unexplored. An interesting contribution, how- 
ever, was recently (1963) made by Grinberg in 
an article entitled ‘Relations between psycho- 
analysts’ in which he examines the psycho- 
dynamic factors favouring the development of 
Conflicts in the group concerned. It was after 
reading this article that it occurred to me to 
take a wider view of the problem, and to see 
Whether such tensions were confined to psycho- 
analysts or to be found among psychothera- 
Pists in general. 
cis ea ee I did some research which 

dia ed that since the beginnings of psycho- 
tnn Its practitioners have had a chronic 
pd to become involved in disputes. I 
event like, first of all, to recall these past 
S and try to interpret them in terms of 


* 
Paper read at the Sixth International Congress 
i Sychotherapy, London, 24-29 August 1964. 
"slated and adapted from the French by 


"Graham and the author. 
‘aris, 


modern psychodynamic concepts. I shall then 
attempt, more generally, to indicate the under- 
lying factors which render psychotherapists 
particularly liable to this disputatiousness. 
Finally, I shall suggest some practical measures 
which, if adopted by psychotherapists as part 
of their professional activities, might be con- 
ducive to increased stability, and enable them 
to achieve a productive sense of coexistence 
with their colleagues. 


THE REPORTS OF THE ACADEMIES (1784) 


We may regard scientific psychotherapy as 
originating with Mesmer. It began in fact, 
when the learned bodies (The Société Royale 
de Médecine (1784) and the Académie des 
Sciences (1784)) decided to investigate ‘animal 
magnetism’. This virtually amounted to test- 
ing the effects of the psychotherapeutic rela- 
tionship. The academicians, who included in 
their number such scientific celebrities as 
Bailly, Lavoisier and Franklin, produced two 
reports, remarkable for their careful observa- 
tion, which demonstrated the powerful influ- 
ence which one individual could exert upon 
another. Since they failed to find the evidence 
which they sought for the existence of a fluid, 
they condemned animal magnetism, and to 
explain the observed phenomena invoked the 
power of ‘imagination’. It should be noted 
that as far back as 1780 Mesmer’s disciple, 
Deslon, in his Observations sur le magnetisme 
animal said, ‘If the medicine of imagination is 
the best, why shouldn’t we use the medicine of 
imagination?’ (p. 47). This saying has been 
regarded by some as the beginning of psycho- 
therapy. 

The signatories of the report did recognize 
that the ‘magnetic’ manipulations producea 
some therapeutic effects. However, they were 
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careful to add that "imagination is nearly 
always harmful when it leads to violent effects 
and convulsions’ (Rapport des Commissaires 
chargé par le Roi. . - (1784), p. 61). (It is well 
known that for Mesmer the convulsive crisis 
was the principal therapeutic agent.) But the 
real motive for the hostility of the academi- 
cians to imagination would appear to be con- 
tained in the secret report (Rapport secret. . si 
1784) published at the same time as the two 


public reports. There we find the following 
observations: 


Women are always magnetized by men. The 
relations thereby established are doubtless onl 
those of a patient with her doctor, but the doctor 
isa man. Whatever the nature of the illness, it does 
not deprive us of our sex, nor completely remove 
us from the other's power. (Pp. 93-4.) 


Proper account of their feelings, and are unaware 
of the state they are in, (P. 95.) 


The secret report concludes, 
* Magnetic treatment c. 
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evidence, although modern techniques V 
greatly increased the ‘distance’ cee. 
patient and the therapist. While such i : 
tion has to some extent restricted the deve a 
ment of Psychotherapy, it has at the same a 
led to a greater interest in physical factors, k 
thereby has contributed to the progress 
drug therapy. d the 

But even the doctors who have accepte ome 
practice of PSychotherapy have shown , nl 
Unconscious resistance to ra pene 
volvement. Paradoxically this has ane y» 
contributed to the progress of psychothenm 
The best example is undoubtedly ‘ome 
Freud. He has reported in his Autobiograp ient 
Study (1925) the case of the woman p 
who, on waking at the end of a hyphis 
Session, threw her arms round his neck- don- 
incident was one of the causes of his aban ah 
ing hypnosis and setting out along we iytic 
Which was to lead him to the ing xp 
method. The episode may even have to 
crucial for the emergence of the eie n 
transference, Concerned by the manifesta hich 
of affection on the part of the patient, S bim 
he was the Object, Freud refused to meri, 
it to his *own irresistible personal attrac lize’ 
(P. 27). In fact he preferred to depona o 
himself, casting himselfin the role of subs This 
for the person really loved by the oe e 
interpretation of ‘the situation was ro- 
reassuring for him. Moreover, he ow 
Posed it to Breuer, who had himself a "Jones 
experience with the famous Anna O. calm 
(1953-57) States that Freud, in order ad ha 
Breuer, told him how his own patien ort 
thrown her arms round his neck in a werp 
of affection, and explained his rait 
regardingsuch untoward occurrences asp 21. 
the transference phenomena’ (vol. 1, P the 
Szasz has recently (1963) emp x the 
defensive aspect of transference for 

ist's own self. j 

C has been said so far, » = 
seen that from the very beginning dile 
therapists had to cope with two zt one 
lems, one outer and on pes tility of 
hand they were faced with the hostility 
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established scientific circles, and on the other 
they had to deal with inner resistance to 
personal involvement. We shall consider later 
the part played by these adverse factors in the 
conflicts between psychotherapists. 


'THE QUARRELS OF THE ANIMAL 
MAGNETISM PERIOD 


As I have already said, the Mesmer period 
marks the beginning of psychotherapy. We 
Shall see that it was marked by frequent 
quarrels, not only between the * magnetizers" 
and official science, but between magnetizers 
themselves. Thus, the surgeon Le Roux and 
the chemist Bertholet, after being fervent 
disciples of Mesmer, broke away from him. 
But the most famous quarrel is that in which 
the protagonists were Mesmer and Deslon. 
The latter, ‘docteur-régent’ of the Faculty of 
Medicine at the age of 30, was also the personal 
Physician to the Comte d’Artois (brother of 
he King). Ignoring the adverse effect it might 
have on his career, he supported Mesmer 
whole-heartedly. The two men then had a 
Series of quarrels and reconciliations before 
Separating altogether. Deslon founded a 
dissenting school, which led Mesmer, with a 
vlew to safeguarding the orthodoxy of his 
doctrine, to found the Société de Harmonie 

Niverselle, modelled after the Freemason 
Societies of that period. This society provided 
theoretical and practical instruction for its 
members and the members in turn, once 
initiated, had to keep the secret. The antagon- 
‘sm between Mesmer and Deslon became more 

"ter when the latter got the academies to 
pi his patients rather than his rival’s in 
gas with their reports. 
"e differences of opinion between Mesmer 
uysegur are worth drawing attention to 
‘cause of their doctrinal aspect. It is well 
ín that Puysegur made a vital discovery 
artificial somnambulism, which represents 
- earliest form of verbal communication 
fnnt doctor and patient. Now Mesmer 
With 3 the announcement of this discovery 
ostility. It is almost certain that he was 
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already to some extent acquainted with the 
phenomenon but had put it aside. He regarded 
it, as he was later to state, as a harmful side- 
effect of the magnetic state. Mesmer insisted 
upon the physical nature of the operative 
factor in animal magnetism, and artificial 
somnambulism seemed to him too psycho- 
logical. It should be remembered that Mesmer 
belonged to a century dominated by material- 
istic thinking, and that the ‘crisis’ had been 
regarded from antiquity as the salutory 
climax of a disease. (The notion of ‘crisis’ will 
still be found in Breuer and Freud to explain 
abreaction in the cathartic method.) 

Mesmer was certainly not unaware of the 
interpersonal ties between himself and his 
patients, but unconsciously wanted to deny 
this awareness. In attributing his influence to a 
physical agent, the fluid, he felt that he was 
*depersonalizing' himself in relation to his 
patients. Perhaps Puysegur’s personality used 
other means of defence, and came to terms 
with verbal communication, which he un- 
consciously felt as introducing for him a 
degree of ‘distance’ in respect to the patient. 
It is perhaps worth observing that the subject 
with whom Puysegur made his discovery was 
a man. 

The dispute between Mesmer and the somn- 
ambulists almost produced a schism among 
the magnetizers, the somnambulists also hav- 
ing at one point thought of setting up a dissent- 
ing school. Mesmer declared that somnam- 
bulism, which he regarded as dangerous and 
suspect, ran the risk of leading to an undesir- 
able popularization of magnetism, and en- 
couraging charlatanism. In a spirit of concilia- 
tion, the somnambulists then proposed that 
the practice of magnetism should be restricted 
to doctors, or at least that a doctor should be 
required to be present at seances (here we have 
the still topical question of the practice of 
psychotherapy by those who are not medically 
qualified). Mesmer was apparently not satis- 
fied with this proposal. Meanwhile, the French 
Revolution broke out and all the quarrels to 
which we have referred naturally vanished 
against the background of historical events. 
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During the first half of thenineteenth centu. 
the history of psychotherapy was still marked 
by the battles between the fluidists and the 
animists. The former followed in the tradition 
of Mesmer while the latter maintained that the 


influence of the magnetizers was essentially 
mental. 


FROM HYPNOTISM TO PSYCHOANALYSIS 


After 1843, as is well known, magnetism 
changed its name, and was from then on called 
hypnotism. The dispute was then between 
the supporters of the physical explanation of 
hypnosis, including Charcot’s school, and the 
proponents of the psychological theory, repre- 
sented mainly by the Nancy school. The 
very bitter antagonism, and the arguments 
used were sometimes personal in character 
rather than scientific, 

Rather than accept suggestion, which they 
unconsciously perceived to imply personal 
emotional involvement, some of Charcot’s 
disciples and other physicians went so far as to 
practice metalloscopy, metallotherapy, trans- 
fer to symptoms by magnets or the action of 
drugs at a distance. . . 

The supporters of hypno-suggestion, who 
included Bernheim, were attacked on the other 
side by the Tepresentatives of the school of 
Dubois (of Bern), who criticized hypnosis as 
being immoral. No doubt—fearing the emo- 
tional involvement attendant upon hynposis— 
they preferred to replace it by persuasion, 
Which they regarded as more rational. 

Worn out by the battles he had to fight on 
Several fronts, Bernheim finally practically 
abandoned hypnosis, Saying that it was all 
Suggestibility. At this point his own disci 


Te was 


turned against him, "They denied me and 
me from their midst? 
(1917, p. xii). 
Psychoanalysis marked the beginning of a 
new era in Psychotherapy, characterized 
particularly by a clear awareness of inter- 
personal involvement in the form of trans- 
ference and Counter-transference, This period 
is still marked by numerous disputes which 
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have been studied by Grinberg in the article 
ready referred to. It is easy to see why we É. 
had to wait for psychoanalysis to appr 
the problem of the causes of quarrels n: 
psychotherapists. The concept of coun E. 
transference has enabled us to take the per 59 
ality of the therapist into consideration. tis 

The disputes to which we have referred i 
been of an inter-group and of an rain ud 
nature. One can easily think of other in A 
group disputes as well, for example, a 
PSychoanalysts and behaviour therapists, e 2 
so on. It is also relevant here to mention 
doctrinal differences between Eastern a^ 
Western psychotherapists. 


THE PSYCHODYNAMICS OF CONFLICTS 


If we consider the era of the magnetizer 
the aggressiveness which they showed to "is 
another would appear to have been due Yi y 
following situation, On the one hand is 
Were the object of violent animosity e wo 
part of official science; and it is well kn wth 
that those who are persecuted freq sists 
express their aggression in ‘family p by 
moreover, the persecutions exercise itude 
official science create, as a defence, an e 
of belonging to the ‘chosen few’. This — 
does nothing to foster peaceful re et 
On the other hand, the magnetizers : o d 
themselves unconsciously involved ae 
affective relationship which upset the wet 
interplay of impulse and defence and s nan 
lated resistances and rationalizations. wx e 
emotional ‘bombardment’ could not "en 
affect the dynamics of their inner person ni 
rendering it susceptible to the developme 
contentious relations with others. ust 

The causes of quarrels which we have J br 
mentioned would seem to have been m 
operative during the era of Eypio a 
Psychotherapy had undoubtedly acqui 
some recognition, since both Charcot AS 
Bernheim held university chairs. It was, how 
ever, still regarded with Suspicion by E 
majority of physicians. As for interpersona 
involvement, it was still apparently accom- 
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panied by very strong resistances leading, as 
we have already remarked, to the practice of 
metallotherapy, and other physical procedures. 
It is well known that, to start with, psycho- 
analyasis was heavily attacked because it 
emphasized the importance of sexuality in 
human behaviour. Psychoanalysts were sub- 
Ject to persecution which has gradually abated 
but has not yet completely disappeared, al- 
though psychoanalytic thinking has greatly 
Influenced psychiatry and medicine in general 
including even general practice. This very 
Process, however, produces differences of 
pinion between those who accept the more 
Seneral diffusion of psychoanalytic thinking 
and those who see dangers in such diffusion 
and oppose this watering down. 

On the level of emotional involvement 
Psychoanalysis introduced a marked change 
characterized by the psychotherapist’s aware- 
hess of this relationship. For the relationship 
to develop in the most advantageous way, the 
Psychoanalyst keeps a certain degree of dis- 
tance between himself and the patient, and 
assumes a neutral attitude. This allows the 
Patient, via the free association technique, to 
€xternalize his conflicts, which are then 
analysed by the therapist. The acceptance of 
the relationship protects the analyst from the 
resistance which troubled the therapist of the 
hea “analytic period. The technique which 
9llows from it, however, seems to exact its 

Own price, as indicated by Grinberg. 
bene (1963), in an attempt to explain 
b Tequency and acrimony of the disputes 
1x d psychoanalysts, invokes the peculiar 
naf re of the psychoanalytic relationship. The 
whi Ystis committed to anattitude ofneutrality 
ich, as Freud had already pointed out, 
Prevents him from expressing his aggressive 
i e towards his patients. He therefore 
am ug selects another target for them, 
rinb Is target is his colleagues. Moreover, 
onl erg remarks, for the analyst, “it is not 
hae question of enduring his own conflicts, 
ee by the impact of transference 
Situati Wes but also the various conflictual 
tons his patients project into him, which 
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continue to weigh upon him as their deposi- 
tory' (p. 363). His position also (to some 
extent) imposes ‘isolation, lack of communica- 
tion (necessarily partial and dissociated) and 
a certain degree of regression’ (p. 366). This 
may even lead to ‘the intensification of 
persecutory anxieties, with the utilization of 
schizoparanoid mechanisms and increased 
reactions of rivalry, envy, resentment...” 
(p. 366). 

The hypotheses advanced by Grinberg are 
certainly of interest, but would require to be 
supported by more detailed research. Again, 
similar investigations should be carried out 
with other kinds of psychotherapists and even 
with other scientists. Profitable comparisons 
might be made. But apart from the specific 
conflict-producing factors in the different 
schools of psychotherapists, there may well be 
factorscommon toall quarrels between psycho- 
therapists. Despite the great progress of 
psychotherapy and its improved status in the 
medical world, all the prejudices against it have 
not disappeared, and its practitioners are still 
sometimes subject to discrimination (those 
who work in general hospitals will know what 
I mean). 

The very nature of his profession subjects 
the psychotherapist to psychological stress as 
he is continuously making demands upon his 
emotions. He does not have the help of drugs 
like other doctors. As Balint says, he is himself 
the drug. Again his vocation (like that of any 
doctor) has its motivational roots in the desire 
to heal, which involves unconscious fantasies 
of omnipotence. This lays him open to narcis- 
sistic wounds and frustrations conducive to 
contentious attitudes. The psychotherapist 
deals mainly with neurotics, i.e. with chronic 
patients par excellence; and it is well known 
that the results obtained with such patients— 
whether they are suffering from psychological 
or physical disorders—are limited. Finally 
psychotherapy, beinga relatively young science 
is full of uncertainties. Its practitioners are 
therefore driven, by way of compensation, to 
adopt a dogmatic attitude productive | of 
intolerances and contentiousness. 
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PREVENTIVE MEASURES 


My last task is to consider the measures 
which might be adopted by psychotherapists 
to improve their mental health and thereby 
lessen the quarrels between them. For Psycho- 
analysts, Grinberg recommends first of all 
Some limitation in the amount of time spent 
in actually conducting analyses, in the interest 
both of the analysts and of their patients, He 
then advises them to increase their contacts 
with the non-analytic world by giving lectures 
and papers, working at the hospital and the 
like. Some will, it seems to me, have greater 
difficulty than others in doing so. Those who 
do not fear watering down will find it easier 
than those who prefer to remain more isolated, 
The measures recommended by Grinberg 
seem to me sensible, but I should like tosuggest 
a few more. For instance, PSychoanalysts 


analytic treatments 
Psychotherapies in 
-face situation is a useful 
variation. Freud even went so farasto envisage 
the alloying of the * 
plentifully with the c. 
tion* (1918, p. 168). 
It seems to me that r 


vide a gratifying occupation. If such research 
is inter-disciplinary, it wi 


might be develope: 
groups. 


of these measures will of 
course be susceptible to Variations and the 
choice will be determined by the i 
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tween Eastern and Western psychotherapis 
The former are basically physiologie ore 
oriented, while the latter tend to have ae 
Psychological approach. Coronam aa tha 
tween the two may be difficult, in the ete. 
the gap between psychology and phys! Ee 
is still to be bridged. We must, howeven? 3 
ceed in communicating; because, for m 
therapists, as for all men, effective comm A 
tion is a sine qua non of peaceful pea 

I am well aware that the present artic 
done no more than scratch the surface n 
considerable problem presented by et. 
between Psychotherapists. It may, -— 
Serveto draw attention to the existence 0 which 
Problems, and to the possible benefits Y ce 
may accrue if such suggestions as hie e 
made are taken up and developed. Jf 1m it i 
allowed to express a hope for the pee 
that as PSychotherapy becomes more ee wi 
based, tensions between its practitioner nor 
diminish as has been the case for ed 
highly developed sciences. Some will no tt 
be more optimistic than others abou 
Possibility of a scientific psychotherapy, a 
it is surely not unreasonable to hope aie 
Psychotherapists apply more of their e 
to research than to quarrels, the sta 


: ele- 
Psychotherapy will be correspondingly 
vated. 
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SUMMARY 


i rked 
The whole history of psychotherapy is psycho" 
by quarrels, sometimes violent, between p 
therapists. . m 
These quarrels successively involved re 
and his disciples, the fluidists and the poe 
Charcot's school and the Nancy school, Thé 
(of Berne) and Bernheim and his on duse 
psychoanalytic era has likewise been mar! 
us disputes. jö 
E e O^ seems to derive tane 
following causes: the attacks made upon s J 
therapists by official science have made Se n 
prey to aggressiveness which they expres J 
‘family quarrels’. The unconscious E oe 
omnipotence peculiar to those who feel the vol " 
tion to heal predispose psychotherapists € 
frustrations. Since they generally have to dea] wi 
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Chronic patients, they necessarily achieve only 
limited results. The exercise of their profession 
continually makes demands upon their emotions 
and might render them especially irritable. Fin- 
ally PSychotherapy as a young and still uncer- 
tain science, encourages dogmatic attitudes and 
intolerance. 

Inthe pre-analytic period, personal involvement 
Provoked unconscious resistances which disturbed 
the inner personality and predisposed to conflicts 
and quarrels. In the case of the psychoanalysts, 
those resistances are no longer operative. But in 
the new relationship which has developed with the 
patient, the analyst may find himself subject to 
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frustrating conditions—isolation, lack of normal 
communication, a degree of regression and pro- 
jective counter-identification (Grinberg). Because 
of his attitude of neutrality towards the patient, 
the analyst sometimes discharges his aggressive 
impulses against his colleagues. It should be useful 
for the psychotherapist to vary his therapeutic 
attitude and his activities, to increase his contacts 
with the non-psychotherapeutic world (work at 
the hospital, lecture and papers, inter-disciplinary 
research, Balint groups and so on). 

The choice of these measures will, of 
course, depend on the inner personality of the 
therapist. 
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The meaning of subincision of the urethra to aboriginal Australians* 


By J. E. CAWTE,7 NARI DJAGAMARAt? anD M. G. BARRETTS 


THE PROBLEM OF SUBINCISION 


of the various body operations practised by 
aboriginal Australians, the genital mutilations 
are of special interest. The peoples that prac- 
tise circumcision imbue it with much ritual 
Significance, as aboriginal Australians, Jews 
and probably Arabs exemplify (Abbie, 19574). 
But the aboriginal Australian people is unique 
for its widespread practice of subincision of 
the urethra as well, carried out for other than 
therapeutic reasons. In this operation (called, 
at different levels of culture contact, ‘artificial 
hypospadias’, *Sturt's terrible rite’, and 
Whistlecock?) a slit is cut through the ventral 
Surface of the penis into the urethra, from its 
Orifice to a position about an inch along the 
ee of the penis. The slit is usually extended 
Hf iby bit until the full extent of the penile 
urethra is converted into an open channel. 
Scause the channel tends to heal over at the 
Proximal end, some peoples, for example the 
'djandjara of north-west South Australia, 
2c the operation by making transverse 

S In this region. 
sre hero in the world, subincision of the 
Ta is employed as a therapeutic measure. 
ead surgeons employ it in the treatment 
Chro affections of the penis, such as papil- 
Aia In the Amazon basin it is practised to 
Ove a small parasite (cetopsis candiru) that 
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becomes lodged in the urethra. In Fiji, and 
possibly Tonga, the operation is viewed as a 
prophylactic against serious disease. Rivers 
(1926) notes that in these islands the operation 
acts as a counter-irritant and as a means of 
evacuating blood and other bad humours that 
are thought to produce disease. One of the 
very rare reports of its use for non-therapeutic 
reasons, outside Australia, concerns the Sam- 
buru people of Kenya; Margetts (1960) 
observes that Samburu boys, before they are 
circumcized at puberty, carry out the opera- 
tion on themselves whilst on their lonely job of 
herding cattle. There are apparently no ritual 
involvements in this activity. 

The significance of the custom of subincision 
amongst the Australian tribes has been widely 
debated by anthropologists, psychoanalysts 
and others. Answers given to the question seem 
to depend upon the point of view of the person 
observing the phenomenon. The first thorough 
account of subincision, provided by the ethno- 
grapher Basedow in 1927, emphasized hygiene: 
the operation might aim to relieve or prevent 
inflammatory reactions caused by the entry of 
dirt, grit, seeds or insects into the urethra. A 
popular lay speculation concerns the contra- 
ceptive effect of the operation, arising from the 
presumed failure of semen to be delivered into 
the vagina. Another theory is held by settlers in 
the outback who, mindful of the sexual life of 
aborigines, emphasize the broader erection of 
the subincised penis and suggest that the object 
of the manceuvre is to give greater stimulation 
during sexual intercourse. Anthropologists 
influenced by the early psychoanalytic interest 
in the general question of genital mutilation 
postulate an unconscious desire to simulate 
the female, who had been regarded psycho- 
analytically as castrated male; thus Ashley 
Montagu (1937) argues that subincision was 
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originally instituted in order to cause the male 
to resemble the female with respect to the 
occasional effusion of blood, and possibly also 
with respect to producing some feminization 
in the appearance of the male organ. Social 
anthropologists engaged on the study of the 
ceremonial and communal life of the people 
refer to the convenience of the subincision 
region for drawing blood for use in ritual 
(Elkin, 1965). 

Thusthe theory of subincision—in common 
with other social institutions before and since 
—is bedevilled by the problem of the Observer. 
Whilst each observer claims Significance for 
his own interpretation, it is fair to say that no 
single explanation is fully satisfactory. Indeed, 
the situation suggests that more remains to be 
discovered on the Subject. The present investi- 
gation therefore concentrates upon the abor- 
igines’ own views of why they ritually subject 
the penis to subincision, in so far astheseviews 
can be appreciated by an Observer in another 
culture. It employs a phenomenological rather 
than an analytic approach. 

The subjects of the Study are the Walbiri 
people of central Australia (also referred to as 
Wailbri, Walpiri, Ilpirra, Njalia, etc.). These 
people are good subjects for the study of sub- 
incision because it isan obligatory practice for 
them; all the adult males have undergone it, 
In addition, Walbiri experience of Western 
culture is recent; less than 20 years ago the 
majority of them lived in splendid isolation as 
"desert myalls* avoiding European contact and 
being equally avoided. More Tecently they 
relinquished their nomadic life on the Spinflex 
plains to congregate at four government settle- 
ments established for them. This has permitted 
Studies of their physical charac 
& Adey 1955, Abbie, 
descriptions of aspects 
tion (Meggitt, 1962; 
complex culture di 
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Walbiri institutions such as subincision: 7 
Years ago there would have been "-— 
Contact or rapport, and 20 years hence i 
institutions will have become contamina 
by the contact if not lost altogether. 


METHOD OF INVESTIGATION 


0: 

The investigators first reviewed i a 
theses about subincision that had either t oF 
advanced in the literature on the amm 
that armchair ingenuity might grt 
advance. These hypotheses were eect! 
together under appropriate headings tions 
with the topics, concepts and ques This 
naturally associated with them (Table D. esti- 
preparation was made in order that ches an 
gators should be familiar with the subject an 
able to anticipate possible responses 
perhaps clarify them. 


saio 
^ 1c i510 
Table 1. * Reasons? considered for subir 
2 " 
Prior to beginning investigation 


“Reason’ Associated concepts 
‘ ing’: 

l. Custom Tradition. Law. ‘Dreaming 
‘God’ i 

mell, 

2. Hygiene Cleanliness. Removal of $ 
impurity dat: 

3. Initiation Coming to manhood. ot " 
Revelation of secrets. 
passage’ . i 

4. Blood Ritual blood region for salt 

drawing ceremonies, body se 

5. Sexual Altered shape of erectio: -— 
Altered sensation. Prefer 
by men? by women? " 

6. Urinary Altered volume or reae 
stream. Posture adopte! 
urination — 

atio! 

7. Contra- Spilling of semen. Aprea 

ception of physical paternity? 


AU] 
Knowledge of contraception 


8. Simulation Vulva-like appearance. 


PME E ne 
of women Association (possibly owe 
scious) of subincision bloo 
with menstruation. 
‘of 
Next, Walbiri men were selected f 
> 


questioning who possessed a good knowledg^ 
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of Walbiri lore, with whom good rapport on 
Secret subjects was obtainable, and who were 
known to be reliable on such matters. The 
Investigators operated from an advantageous 
Position so far as rapport was concerned. One 
(.E.C) had previously studied the Walbiri 
medical system with the medicine men and asa 
Psychiatrist had assisted in the return to the 
tribe of one of their best-known men who had 
Sepe froma psychosis. The second (N. Dj.) 
fac. a Walbiri, one of the few reasonably 
then in both English and Walbiri, interpreted 
; nuances of the language and helped clarify 
jen in the interviews. The third (M.G. B.) 
Walbi Sen intimately associated with the 
iti in research extending over 12 
PU and had filmed many aspects of their 
aditional life (Barrett, Brown & Fanning, 
1965), E 
one Interviews, conducted chiefly in Walbiti, 
ere recorded on tapes now lodged in the 
ibrary of the Institute of Aboriginal Studies, 
e UN and are available for further study. 
E dido followed the lines of a non- 
in Ive (loosely structured) interview: after 
uno rapport had been established ina 
Was € place free from interruption, the topic 
in d ae A list was made of the Walbiri 
eo terms. These terms may be conven- 
dnd dig here since some will be used 
incis; ler in the presentation: burra, sub- 
urna); | wida-burra, circumcision (i.e. little 
testicle ngindi, penis; ¢jindi, vagina; gulurba, 
ai: eS bin "di-pupu, foreskin; ngurumba, pubic 
ine ee pubic apron; djanni, pubic 
this once emir, glans; buru, semen. After 
that preliminagy the informant was reminded 
Rien e investigators wanted to find out about 
thou sy he was given free rein to express his 
Pipe. ts on the subject with minimal inter- 
on. 
ane bs as anticipated (correctly, as it turned 
Bah ade the informants would adhere closely 
reason custom’ or ‘dreaming’ category of 
Te for burra. ‘Dreaming’ or tjugurba is 
Ariably cited by Walbiri to explain matters 
to E origin is thought to go back into history 
© creative epoch—much as Christians 


invoke God as the Creator. Their accounts of 
the tjugurba often include a description of the 
dreaming site, one of many actual spots in 
Walbiri territory where an ancestor hero or a 
totemic animal emerged. They go on to 
describe his subsequent travels and adventures 
through and beyond Walbiri territory. 

In view of these anticipated responses the 
investigators decided that they should also be 
free to interpolate into the interview the 
various hypotheses about subincision that 
occur to the Western mind. It was recognized 
that this would introduce the factor of sugges- 
tion, and that aborigines are apt to consider 
seriously almost any suggestion put forward 
by a European person, however outrageous it 
might be. It was recognized, however, that 
suggestion is a factor that could operate in any 
type of interviewing, even apparently non- 
directive in nature (Greenspoon, 1955). Care 
was taken therefore to control this factor as 
far as possible by not playing favourites and 
by interpolating the Western-culture hypo- 
theses about burra in as neutral a way as 
possible. An example of this technique would 
be: ‘Some white men wonder if the burra 
causes the buru to spill out before it reaches the 
tjindi. . what do you say to that?" 

Whilst discussing this problem of control- 
ling for suggestion, it is appropriate here to 
anticipate the findings a little by noting that 
the determinants that finally emerged for the 
procedure of subincision were different from 
any of those that the investigators had antici- 
pated (Table 1). As will be seen, these unexpec- 
ted determinants have to do with marsupials 
and the aboriginal practice of totemism. While 
this did nothing for the investigators’ good 
opinion of their original perceptiveness, at 
least it gave an assurance that they did not 
merely get back their own pre-conceived ideas. 


RESPONSES OF THE INFORMANTS 


Before describing the “dreamings’ pro- 
pounded in Walbiri lore to account for sub- 
incision it will be helpful to indicate the 
informants’ reactions to the Western ideas 
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on the subject (see Table 1). Individual 
responses of the informants are separated 
by a leader (...) 

(1) It is just the law. ..the dreaming... 
Every boy will one day have a burra 

(2) Hygiene. With a foreskin, it smells too 
much, little bit stink... with a burra, wider 
stream, washes out the tip, keeps it clean... 
with a burra, only time it gets dirty is sexual 
intercourse. .people know because flies settle 
on it. . .burra cleans it. 

(3) Initiation. It is the way to manhood... . 
To go through it you must take the rubbishing 
and teasing...The pain...You get more 
respect...For Wida burra (circumcision of 
young men) secrets are revealed. Nothing is 
revealed for burra...Some boys these days 
run away, avoid it, go to another station. But 
they are told that if they run away the night 
before, their mothers and fathers might be 
killed. 

(4) Blood drawing. Burra blood is easier to 
get than arm blood if you are in a hurry. 
Sometimes it comes out too quick. . . Some- 
times it is hard to get arm blood, and more sore 
afterwards. There is less pain when you prick 
the burra...The blood is no different, not 
more special or sacred... Arm blood is better 
than burra blood for drinking during initiation 
- - -Blood from burra might be funny taste 
because playing with a woman recently. Arm 
blood is good, more like heart blood or 
kangaroo blood. . .Can't say blood, yowalyu, 
during ceremonies; have to call it nhaba, water 
—yowalyu is taboo. 

(5) Sexual. Women are very keen on the 
burra. They get rather Silly about it. They 
always like to find out who has the best burra 
in the camp. . . Gives them 
Girls tell you straight away: you ot big burra, 
lwon't go to any other man. . -Sometimes the 
burra goes up too big, maybe 14 to 2 inches 
wide. Only a Strong woman can take this. 
Some prefer a half-man, wida-burra. . You 


can't take a wife without a burra, that's a firm 
rule. 


(6) Urinar 
That 


more pleasure... 


'y. Burraspraysall over the ground. 
S good. A spray is better than a jets: 
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When pissing, you hold by the tip or by s: 
skin on top, it sprays wide, thisis better. .- j 
quicker to piss, though not so quick e 
woman. . It’s a very strict rule, no — 
see a man piss once he has a burra. .-* ni 
Wearing trousers, the people stand. Be 
that we squatted down. cet 

(7) Contraception. With a burra, YOu s a 
more children, not less. And quicker. That n't 
fact... The width and spread helps. It does a 
flatten out inside the woman.. Somen 
the burra does spill the buru during inteneo 
-- Don't know if it stops the woman ge for 
Pregnant. ..We use all different positions » 
intercourse, but mainly woman on her bac 
same as you. ' says 

(8) Simulation of women. Sometimes We pe 
for a joke to certain friends, your burra 15 ue 
like a tjindi. . -Young lovers compare ae 
and tjindi, playing out in the bush. They m 
alittle bit alike. . . burra blood is not connec a- 
with women’s blood in menstruation. pog 
ings do not put these bloods together in the 
same story...Only by chance.. When kes 
Woman takes too much intercourse, it ma 
the burra bleed, 


THE SUBINCISION MYTHS: OF MARSUPIALS 
AND MEN " 
The bulk of the interview time was uie 
with stories about burra from the eed n 
Sacred myths about burra are pentit 
Walbiri oral litrature. What can be lea! ifi- 
from this class of information? The je 
cance of the myth has been the subjec ths 
wide discussion. Resemblances between MY re" 
and dreams suggest that some myths mur P 
sent the dreams of ancestors. Their E 
cance might theoretically be extracted as A sis 
dreams of patients undergoing psychoana n 
(Roheim, 1945). In this endeavour the hr, 
spicuous difference between myth and dre "i 
is that for the myth the dreamer is not prese je 
to assist the work of analysis. What is possis 4 
for myths is ‘wild’ analysis, influenced by u a 
observer’s preoccupations. Elkin (1965) poin 
out that sacred myths may sometimes enshrin® 
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actual historical sequences, though these may 
be somewhat symbolized and distorted. 
“noe ofthe burra myths concern marsupials 
e aei The significance of this for the Wal- 
Biss nd did not dawn on the investigators 
ure time, possibly because they were too 
i) te se with the initial hypotheses (Table 
T teh. they approached the inquiry. It 
ciun Td to step outside this preconceived 
meee of reference. However, after 
think E. à number of these mythsit was realized 
eris = his shales a naturalistic-phenom- 
tion il explanation of burra. This explana- 
bandas s always available, but veiled from the 
ire arching of analytic Western eyes, fatus 
Due det that the *purloined letter" was 
in Poe's story. 
mo aracteristic subincision myths, presented 
Dg less verbatim, are here entitled: The 
Pug in and the Mouse; The Kangaroo Dis- 
Ters a Knife; Kangaroos Exchange with 
; The Woman and the Crow; Knives 
arried in the Eyes. 


The Kangaroo and the Mouse 


Np kangaroo on a journey met a little (mar- 
mee Mana Bindandji, who knewnothing 
eod blood. They made a camp and the 
he had e Said he'd show the mouse something 
cangaro t seen before: how to draw blood. The 
hadn’t P. sang some lovely tunes that the mouse 
interest e before, and the mouse became very 
‘look E and excited. At last the kangaroo said 
his [de ;andhe began to draw his blood from 
Mouse’s ha a stick and pour it around the 
asked is va The mouse was frightened but 
angaroo sh the song and sing it while the 
he kan anced. So he learned it and sang while 
and PR ae danced with his Burra flashing up 
the kan d the stick in it. The mouse asked 
ou bk roo to cut a Burra for him, which he did. 
little thin still see the Burra on the mouse; only a 
B, but you can see it. 


In Peg Kangaroo Discovers the Knife 
Sing n ae two Walbiri kangaroos posses- 
to Mrtither tail nor knife came from Chilla Well 
den AE There they wandered around and 
Ocks, ant-hills, trees, creek and snake—all 


in songs too long to sing you now. Then they found 
a flint, Gandi, which they wrapped in paper-bark 
when they realized it was knife. They travelled on 
to Vaughan Springs where they put a spear into 
their behinds which turned alive into a tail. On 
their long journey south to Ernabella in South 
Australia they arrived at last at a big Corroboree 
ring where they met other kangaroo pairs from 
Aranda way, Laverton way, and far-off places. 
After much happy singing a boy was brought there 
for circumcision with a firestick. But the Walbiri 
kangaroos used instead the flint knife, which was 
better. It was so much applauded that they went 
on to use it to make a burra. 


Kangaroos exchange with men 


Two young Unmatjeri men were going in the 
dreamtime through Gunadjeri (Mt Singleton) and 
met two kangaroos from the north at Mirrura and 
showed them the knifegandi. Thereisa well-known 
song for this. The two pairs exchanged languages, 
which is why we talk Walbiri now. The two 
kangaroos continued south, cutting the burra. 
Kangaroos have a burra—only a little bit now but 
it used to be the whole length. They came on a 
little boy being prepared for initiation and when 
they saw a firestick was going to be used they said: 
‘Leave that alone’. They blew their noses and out 
flew gandi, which cut like a razor blade. When the 
boy’s sores healed quickly they cut his burra for 
him and then they said: * You're free like us.’ The 
boy travelled west very pleased with his burra and 
showed its use...The burra is copied from the 
kangaroo who is father of the peoples of central 
Australia. All the central tribes are sons of the 


kangaroo. 
The Woman and the Crow 


In the dreaming at Mt Doreen, a woman— 
Napaltjari—wanted a crow for intercourse. The 
crow was Tjapannanga, which was the wrong skin 
anyway. She was his mother-in-law. They were 
making love behind a bush for quite a time and 
while the crow was in action the woman felt the 
crow's cock which was all in one piece. The crow 
said: ' Here's a flint: cut a burra for me.’ This she 
did and the crow went back to the camp and tried 
to make love to a young girl. Then the tribe found 
on the ground the blood from the cutting of the 
crow's burra and saw the crow trying to hide his 
cock. They took the crow blindfold to a fire and 
threw him in and killed the woman. 
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Knives Carried in the Eyes 


At the hill Wokulba, near Yuendumu, there is 
an important camp in the dreaming. Two lads, 
Tjapaljari and Tjungarai, were taken there and 
their foreskins removed with gandi the knife. They 
travelled to Mt Doreen, Yarungunji, taking the 
knife, but as they had nothing to carry it in they 
inserted itin the hollow at the top of their eyeballs. 
They came to a group preparing a firestick for a 
circumcision so they stayed their hands, threw 
away the firestick and handed over gandi to the 
surgeon, Tjimari nganu. The happy boy made 
spears and boomerangs as a gift tothe surgeonand 
received in return two, three, four of his daughters. 
The two young men went on looking for boys being 
initiated, using stone knives all the time. They went 
right over east past Alice Springs, and at length 
came upon a group of Walbiri people back at 
Yuendumu and taught them the use of gandi. 


MARSUPIAL ‘ HYPOSPADIAS" 


Impressed by the recurring reference in the 
totemic myths to animals and their ‘subin- 
cisions’, the investigators next checked the 
anatomy of marsupials. Whilst the female 
reproductive system has aroused great interest 
and is represented by scores of papers in the 
literature, little attention has been paid to the 
male. The classic account of gross anatomy is 
that given by Richard Owen in his article 
“Marsupalia’ in Todd's Cyclopaedia of Anat- 
omy and Physiology, a massive six-volume text 
published between 1839 and 1847. This author 
draws attention to the original observation by 
Cowper in 1704, that the male Opossum pos- 
sesses a double or forked glans penis. Owen's 
own treatise confirms that many marsupials 
possess a grooved penis and in general his 
descriptions corroborate the Observations of 
the Walbiri aborigines on the “subincision’ of 
animals. 

Owen's text merits attention, depicting as it 
does the‘ opossumand more marsupials which, 
having a bifid glans, enjoy, as it were, a double 
coitus...The two bulbous processes of the 
corpus spongiosum soon unite to surround the 
urethra, but again bifurcate to form a double 
glans penis in the multiparous marsupials. . . 
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in the koala, the glans penis terminates In E 
semicircular lobes and the urethra is continue 
by a bifurcated groove along the mesial un 
of each lobe. In the wombat, there is à € 
expansion of the urethra into two diverge? 
terminal grooves.’ Line illustrations -— 
panying the text leave no doubt about 2 
curious “split” appearance that may be P 
sented by the marsupial penis. 

At Yuendumu, after hearing the : 
subincision myths, the investgators examin 
amale kangaroo. As the aboriginal informa! 
had suggested, the grooving of the penis V e 
Not so extreme ‘as it once had been’ but oi 
urethral orifice proved to be situated notat t is 
tip but on the ventral surface of the Lee 
proximal tothe tip. A euro (a smaller kangar ëz 
like marsupial) examined later showed a 80” 
what more extensive penile groove. — 

Thus there is clearly considerable varia 
on this general pattern within the marsupo 
family, but an awareness of this marsupr 
anatomy imbues the myths with a fresh liter a 
ness. In the Walbiri eyes, the animals do jn 
kind of burra. The Walbiri hypothesis ard 
the relationships between this anatomy 2” 
their own practice of subincision might 
expressed: xd 

(1) The reasons we split the penis lie 1 th 
dreaming and are explained in the stories. d 

(2) Since we are kin with the animals 
many of the animals split the penis, this ison 


Hi nga o 
reason why it is an important thing for uS t 
have a split penis. 


walbiri 
e 

nts 
as 


Discussion 


The line that separates Timor-Moluccas a 
the one hand from Australia-New Guinea 0 
the other is known as Weber’s Line. It p 
separates the mammals of South-East E 
from the marsupials of Australia, a aen 
which probably saved the latter animals fro 
extinction. On the assumption that subincisiO s 
in its ritual form is predominantly an Aust 
lian institution, it is reasonable to ask wh 
feature of the Australian environment may 
have promoted the extreme development © 
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the practice. The possibility that the marsupi- 
als may have been this environmental feature 
received some support from: (a) the totemic 
religious outlook of the Australians, in which 
the marsupials are kin; (b) the importance of 
the marsupials as a feature of the Australian 
environment (marsupials occur elsewhere, but 
less importantly) ;(¢) the anatomical formation 
by which marsupials have the urethral orifice 
Placed proximal to and behind the tip of the 
T S sometimes with a bifurcated glans; (d) 
hi Tequency with which the kangaroo and 
nn areemphasized in Walbiri mythology. 
im the kangaroo demonstrating its value, the 
i. technique of the knife and going 
iim the countryside making converts such as 
arsupial mouse and boys. 
P ons are several ways in which these associ- 
thesis may have become embedded in Walbiri 
De until they came to regulate this seg- 
that in Walbiri behaviour. First, itis possible 
Whe n exceptional aboriginal, an innovator, 
des Would possibly be classified as psychotic 
tees out this genital mutilation on 
Bon and then. persuaded others to follow. 
msn. D^ it is well within the bounds of 
d im ity that this innovator might have had 
Bentl. hypospadias—a not uncommon con- 
consci malformation—and for various un- 
and ci Motives connected with projection 
lini, fe persuaded his confreres to 
muni € it. This may be called the folie com- 
tutional theory of the development of insti- 
né al belief and practice (Cawte, 1964). 
individ of the marsupial penis formation, this 
räison A may have rationalized it as the 
Persitasi étre of the procedure, and with the 
a Fe qa power of the paranoid individual in 
generali community succeeded in getting it 
ikio adopted. Such sequences are not 
religiou n today, particularly in extreme 
Wie” found in comparatively closed 
nities, 

sur noil ifa gradual evolutionary view 
institutio of the totemic religion and its social 
Physical ns as a form of adaptation to the 
Sion of environment, rather than as an expres- 
Psychopathology, it is reasonable to 


conceive of the marsupials as god-likeancestors 
whose characteristics men should imitate. The 
subsequent development and extension of the 
necessary genital mutilation could well have 
arisen from the various secondary gains of the 
procedure. These secondary gains are well 
recognized, both by Westerners in their hypo- 
theses about subincision and by aborigines in 
their reactions to these hypotheses. Some are 
less convincing than others; for example 
infertility cannot be regarded seriously as a 
consequence of subincision, in view of the 
present high Walbiri birth-rate. The Walbiri 
themselves do not seem ever to have viewed it 
as a contraceptive operation—quite the con- 
trary, in fact. 

The present investigators’ conclusion is that 
the Walbiri hypothesis should be regarded as 
a part—possibly an important part—of the 
causal network on subincision, without pro- 
claiming it in any way as the only correct 
explanation. Those who wish to claim this 
honour for the Ashley Montagu theory of sub- 
incision (vulva-envy; denial of castration, 
etc.) may choose to do so by criticizing the 
Walbiri hypothesis, and indeed it must be 
admitted that it is open to criticism on several 
points. The most obvious point concerns the 
freedom of the Walbiri to function as good 
naturalists. Whilst they correctly attribute a 
grooved penis to some marsupials, they make 
the ‘ludicrous’ error of bestowing a penis on 
the crow in the myth. Any naturalist who is free 
to observe knows that the male crow effects 
coition by apposition of his cloaca to that of 
the female. But this objection to the Walbiri 
capacity as naturalists need not detain us long: 
the crow in the myth is the crow-ancestor, 
partly human, though endowed with the 
insufferable arrogance and conceit of the crow. 
A more cogent objection to the Walbiri 
hypothesis—contrasted with the  psycho- 
analytic hypothesis—is that it seems incredible 
to Western observers that animals should 
occupy a position of influence in the child’s 
psychic development remotely resembling that 
of the parents. But from the aboriginal point 
of view the formative influence of animals 
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should not be underestimated. In addition to 
animals’ totemic significance, much of the 
everyday play and education of children is 
devoted to them and at night the sleeping child 
is as apt to be warmed by his dogs as by his 
parents. Certain misconceptions about the 
nature of totemism in the writings of Fraser 
and Freud need not be perpetuated. First-hand 
Observations make it clear (Elkin, 1933) that 
an individual owns not one but a number of 
totems of varied significance, and that the 
“totemic meal,’ accorded such Significance in 
Freud’s theory, scarcely occurs, The signifi- 
cance of totemic animals may not consist 
merely in representing a displacement of 
parental affiliations; they have some signifi- 
cance in their own right. 

A different class of objections could be 
levelled at the Walbiri hypothesis by social 
anthropologists who see in the social institu- 
tion of subincision an adaptive device, con- 
tributing to the social organization and the 
solidarity of the group. It could be pointed out 
for example that ritual subincision Occurs in 
other regions where the animals have no 
penile groove and are anyway of less impor- 
tance to the people. Such observations would 
still have to explain why in these regions sub- 
incision never attained Australian proportions. 
Similarly, it might be argued that the origin of 
subincision in the Kimberley or central zone of 
Australia may or may not correspond with the 
zone of concentration of multiparous mar- 
supials. But the evidence relating to the spread 
of subincision is inconclusive and cannot be 
taken to support any particular hypothesis of 
the Psychological origin of the custom. 

The present investigators’ own assessment 
of the Walbiri hypothesis is a qualified one. 
They do not maintain it as the linear cause of 
Subincision, any more than the Ashley Monta- 
gu hypothesis has earned the right to be so 
regarded. They believe subincision to be com- 
plexly overdetermined and they do not believe 
that because it became a social institution 
amongst aborigines it was necessarily adap- 
tive. It could have had pathological aspects as 
well. A discussion of the pathology inherent in 
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Some social institutions would take us beyond 
the scope of this paper; it is a possibility E 
ably examined by Freeman (1965) HE. 
critique of the doctrine of cultural relat 
But adaptive or pathological, the Walbiri E 
a phenomenological rather than an ana 
view of subincision. European observers be- 
variably tend to apply analytic theories ter- 
cause these are objective and more Eus 
istic of European modes of thought. The e 
Phenomenological native view emphasizes ore 
Primacy of the subjective experience, ™ ct 
characteristic of the East, and in this M 
“the East’ includes the aboriginal Australe 
Indeed it is probable that European obse 
fail to ‘hear’ phenomenological statem? se 
such as that offered by the Walbiri € 
they are preoccupied in seeking analytic i 1 

Pretations. The Subjective approach bes 
perhaps be Tegarded as complementing jt. 
objective approach rather than opposing an 
The evidence Suggests that more weight = 
heretofore should be given to the aborigi™ : 
Own assessment of the origins of subincisio? 


SUMMARY xil 
Subincision of the urethra in aborig" 
Australians is evidently a complexly determi? i 
Procedure. High on the list or determinants ^ 
Walbiri eyes at least—comes the relationship = 
marsupial and man in the Walbiri religion. S07" 
marsupials have a penile form suggestive E 
subincision and the totemic stories relate how n- 
kangaroo ancestor travelled the country de] 
Strating his subincision and his improved surg! Sy 
technique, proselytizing other ancestral being 
such as the marsupial mouse, are 
From the present Study, the investigators in 
inclined to agree with their Walbiri informant? : 
attaching some significance to the maoh ht 
origin of subincision. They do so partly in the have 
of the dreaming Stories, which appear to sy- 
subjective immediacy and literalness in the Pie 
chology of this people, and partly in the light o ion: 
‘coincidence’ that Australia, land of eae 
isalso the land of marsupials. They agree, howe EE. 
that the other functions suggested for the prac fot 
of subincision, such as provision of a site the 
ritual blood-letting, could serve to teinte 
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Tr: 1 * x 
Practice. These reinforcements, conscious or 


oi ; ; f h " 
therwise, might be viewed in the light of a causal 
network, e 
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Psychotherapy through the Group Process. By 
Dororny S. WHITAKER and A. MORTON 
LIEBERMAN, (Pp. 305. 58s.) London: Tavi- 
Stock Publications, 1965. 


dale 09k describes the functioning of small 
heavily o ie groups. The authors rely 
which un the concept of ‘group focal conflict’, 
therap = explain thus: *The events of a group- 
slowly > “ene are conceptualized in terms of a 
of two ele erging, shared covert conflict consisting 
a Mie rre disturbing motive (a wish) and 
Constitute renal (a fear). These two elements 
this, the the group focal conflict. Faced with 
Promise Lens Seeks a solution, generally a com- 
to irati Which alleviates anxiety but also attempts 
“restricti y ithe: wish or motive. Solutions are 
motiy tive’ or ‘enabling’ in so far as the disturbing 
TI € is denied or expressed. 
the CH anu is elaborated by the authors from 
the ON oaa of view of the group as a whole, 
impact ne ual patient, and the therapist. The 
ome "ss on the others is explored in order to 
Process A e essential nature of the therapeutic 
are sum \nd the various steps in the exploration 
is we in a series of ‘propositions’. 

nas to Solcmay be thought rather long for what 
Worth Sy nevertheless it has much to say that 
cre is mamng andit often manages to say it well. 
group at preat deal of enlightening comment on 
lito n niss; illustrated by actual clinical 
Survive x. Group therapists whose appetites 
Of some © crambe repetita (Anglice: cauld kail het) 
fuller ne passages will be richly rewarded by 
Why, erstanding of what they are doing and 
J. K. W. MORRICE 
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Vi r 
istas in Neuropsychiatry. Ed. by Y.D. 


tor and R. J. SHOEMAKER. (Pp. 242.) 
doen 0 University of Pittsburgh Press. 1964. 
pen. is book, which lacksan index, are published 
Sciences On various topics in the behavioural 
Ociet s ter the Pittsburgh Neuropsychiatric 
logis" a meeting place of psychiatrists, neuro- 
» psychoanalysts and neurosurgeons. It 


Com: 
™emorates the Society’s golden anniversary. 


As in most symposia, the quality of the papers, 
which range in content from the data revealed by 
electron microscopy to reports from Peaks in 
Darien, is uneven but there is much of interest. 
Psychiatrists will perhaps be most stimulated by 
the reviews of those working outside their clinical 
field. Earl Walker estimates the present and future 
status of surgery of the nervous system and con- 
cludes that now the limiting factor is related not to 
the technique of operating upon the brain but to 
the lesion found. The determination of cerebral 
blood flow and cerebral vascular surgery are 
however both still in their infancy, and may have 
much to offer; while stereotactic surgery is already 
playing a useful part in the relief of dyskinesia and 
pain. H. W. Magoun writes authoritatively on 
concepts of the memory process, the role of the 
hippocampus and entorhinal cortex of the tem- 
poral lobe and the recent research which seeks to 
relate memory function to the nucleic acid meta- 
bolism of nerve cells. Psychiatry’s contribution is 
well sustained by Henry W. Brosin’s wide ranging 
and thoughtful account of vistas in psychotherapy. 
The reader should also ponder the implications of 
the report that in the United States ‘80 per cent 
of the applications for research grants in the field 
of psychiatry are being made by individuals not 


holding a medical degree. — R, C. BATCHELOR 


The Psychoanalytic Study of the Child. Volume 
XIX. (Pp. 493. $10.00.) New York: Interna- 
tional Universities Press. 1964. 


This nineteenth volume is dedicated to Heinz 
Hartmann on his seventieth birthday in apprecia- 
tion of the man and his work. His scientific contri- 
butions have given basis, form and structure to 
this Annual and have set the standards which 
authors and editors have tried to adhere to. At the 
end there is a list of contents of previous volumes 
which is useful. The present volume has been so 
well edited and the papers so well written that, in 
addition to its familiar function as an Annual 
it emerges as a work which might well become at 
the same time a standard textbook. It bears the 
mark of the growing, changing progress which 
Freud envisaged. It takes one back to examine 
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earlier ideas, it reveals divergence of opinion while 
retaining cohesiveness, it reviews familiar theories 
and indicates directions for research. It should find 
a place as a text-book in psychiatric, psychological 
and psychoanalytical collections with a special 
appeal for readers in search of a fresh, undogmatic 
exposition of psychoanalysis in an attractive and 
palatable form. It could be the stimulus for a 
refresher course in the initiated, or a source of 
orientation for the bewildered or the sceptical. It 
also contains something of practical interest to 
social workers, teachers and nurses. 

Part I (Theory) starts with the essay ‘Concept 
formation in psychoanalysis’ by Heinz Hartmann. 
It isa first English translation of the two introduc- 
tory chapters of his book published in German in 
1927, which was to present an outline of psycho- 
analytic theories and also to attempt a methodo- 
logical study of psychoanalysis as a science. Hardly 
any changes have been made in the original text 
but the bibliography has been brought up to date. 
Hartmann’s aim is to explain the position of 
psychoanalysis with respect to the so-called 
phenomenological school of psychology. The 
emphasis in the latter is descriptive insight into 
psychic life, in the former it is psychic causality. 
Psychoanalysis tries to formulate a system of rules 
or laws that govern the manifoldness of mental life, 
aiming at the reduction of qualities as do other 
natural sciences. The theory of psychodynamics, 
the libido theory and others are the foundations of 
its approach. As a chemist characterizes a body 
not by enumerating its qualities but by referring 
to the elements which are its constituent parts and 
by describing the position of its atoms in relation 
to each other, so psychoanalysis characterizes 
conditions and changes of conditions in terms 
of the co-operation or opposition of elementary 
psychic operations whose dynamics are known. 
Hartmann is well aware that it would be unreason- 
able to expect the laws of psychoanalysis to attain 
that degree of validity which the physical-chemical 
sciences have reached. Having clarified its most 
general logical foundation, he tries to obtain a 
picture of the scope and significance of this science, 
including its application to the cultural sciences, 
making modest claims here. The influence of 

Hartmann’s sound reasoning is felt throughout 

the book and one is inclined to regret that his 
Important essay was not translated before. 

; Jeanne Lampl-de Groot, in an interesting paper 
Genesis, structuralization and functioning of the 
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mind,’ borrows a term of Hartmann’s when she 
refers to those authors who do not clearly distin- 
guish between genetic determinants and develop- 
mental end-products of mental processes. She says 
that functions of an adult’s ego organization may 
be defences against ‘oral’, ‘anal’ or ‘phallic 
tendencies, which are therefore genetic determin- 
ants but do not cover the whole picture. Also she 
criticizes Melanie Klein and others for speaking 
ofan infant’s or toddler’s ‘schizophrenic ego splits 
claiming that an infant’s ego organization does 
not yet exist as a system and therefore cannot yet 
be ‘split’. One subscribes to the plea for more 
research into ego psychology and the need 4 
deeper insight, and it may be that certain Kleinian 
concepts are among those which through time wil | 
have to be revised. One also agrees that there 15 
confusionin certain areas of psychoanalytic theory: 
But deep mental insight is difficult without awat? 
ness of the confusion that is inherent there. Kleinia 
workers are aware of this when contacting levels 
where the ‘ego’ is scarcely formed and hav? 
demonstrated gradual formation of ‘ego’ E 
splitting processes in the confused depths Be 
interpreted. Also Winnicott, quoted in this book 
recognized the tendency to develop a ‘false self 
instead of the ‘true self’. Theoretical systems ° 
psychology, like the systems of ego developme? 
they try to describe, must sometimes be confuse 
if they are to reflect the truth, with a tendency t° 
false clarity when defensive theoretical syste" 
are a need. Hartmann states that different scho? 3 
of scientific psychology differ with respect to t s 
elements which for purposes of explanation tho 
single out from the stream of psychic events n 
relatively independent units. He claims tH? 
psychoanalysis is not a closed system and that it 
has come closer to the logical ideal of a natura 
Science of complex mental life than other psyc?” 
logical disciplnies, Yet even scientific psycholo£) 
may tend to become a closed System in so far as} 
must exclude elements which do not conform 
SU laws but are nevertheless a part of ment? 
ife. 
Per o Anneliese Korner (San Francisco) 
Anna eod, ie sear HL HUN tpadinor e 
variables invi 31 powlbyvand omer, E aking t rd 
n Olving response to stimuli and disc" 
8 problems in assessing primary factors in eb 
endowment and continuity in later development 
A paper by Andrew Peto (New York) examines th? 
process of thinking, and shows that if the sequenc? 
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of certain early phases of thought-formation is 
disturbed, the phase of archaic denial may prevail 
and certain forms of faulty thinking may develop. 
Variations of archaic thinking in neurotics, 
borderline patients and schizophrenics is well 
illustrated by clinical material. 

Part II (Aspects of Normal and Pathological 
Development) opens with a sensitive paper by 
Dorothy Burlingham (London), on ‘Hearing and 
its role in the development of the blind’. She 
Stresses the fact that the mother who can respond 
Only as far as her own perceptual world allows has 
little conception of what a blind child can do and 
experience. She refers to Brodey, who suggests 
that blindfolding of teachers may enhance identi- 
fication with blind children. This is followed by an 
excellent paper by Selma Fraiberg (Ann Arbor) 
and David A, Freedman (New Orleans) which 
reports the analysis of a nine-year-old blind boy 
With arrested ego development, andalsoa develop- 
Mental study by observation of a blind infant. 
Mouth-centredness and failure to develop hand 
autonomy is noted. ‘Dynamic determinants in 
oral fixation’ by Alpert and Bernstein (New York) 
Contains an excellent case report. In “Ego ideal 
and pseudo ego ideal in adolescence’ M. Laufer 
i bdo) makes a contribution which should add 
in understanding of the special technical problems 

Ne treatment of adolescents. Humberto Nagera 
he contributes two papers. In the first, on 
A ton and regression, he calls attention to the 
ti ys] for a more precise and accurate descrip- 
ake 9f the specific points to which regression has 
duete place. The second forms part of a study con- 
eee at the Hampstead Child Therapy Clinic and 
«p cerns a revision of the concept of autoerotism. 

alopment of artistic stylization' by Jose 
two. ilon (New York) is a delightful study of a 
child nj. evolution in the drawings of a normal 

e 4, conclusion is that a full understanding of 
binis of artistic stylization may require 
Ow bi an free association in words, and explains 
ion "SN Ie uses a kind of pictorial free associa- 
Which FS he seems to follow in reverse the path 
Bives is, ildren take. Mary E. Bergen (Cleveland) 
in you vn Observations of maturational factors 
Stru i. 8 children and adolescents? and shows the 

NS € for mastery of impulse and synthesis of 
um eo The final paper in Part II is by 
View - Schmale, Jr. (Rochester) — A genetic 
of affects with special reference to the genesis 


of 
helplessness and hopelessness.’ 


m 
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Five clinical contributions in Part III are con- 
cerned with death. Augusta Alpert (New York) 
gives ‘A brief communication on children's 
reactions to the assassination of the president’ in 
which all four little boys reacted as though they 
felt implicated. Then Robert A. Furman (Cleve- 
land) in‘ Death and the young child’ introduces the 
three papers which follow and which relate to the 
fact that the Hanna Perkins School witnessed the 
tragic deaths of two mothers during one recent 
year. In the first report Marion Barnes has drawn 
on her work with the family to describe the reac- 
tions of a four-year-old and her little sister to the 
death of their mother. In the second, Marjorie 
McDonald has utilized the observations of teachers 
and therapists alike to report the reactions of the 
thirteen other nursery-school children. And in the 
third report Furman himself describes a six-year- 
old boy’s responses to the death of his mother as 
observed during his analysis. 

In ‘A clinical contribution to the study of 
narcissism in infancy’ Samuel Kaplan (Boston) 
describes an examination of Daphne's early 
development in a way that sheds considerable light 
on the vicissitudes of narcissism in infancy. 
Edith Buxbaum (Seattle) makes a valuable contri- 
bution in ‘The parents’ role in the etiology of 
learning disabilities’. She describes two types: 
all-pervasive learning disorder with a partially 
symbiotic relationship to the mother, and learning 
disorder related to certain areas and based upon 
an Oedipal conflict. In a paper by Manuel Furer 
(New York) on ‘The development of a preschool 
symbiotic boy' one can follow a convincing 
example of progress during treatment. The final 
paper is by Melitta Sperling (New York)—' The 
analysis of a boy with transvestite tendencies’, 
which contains a valuable contribution to the 
understanding and treatment of transvestism. 


SIMON LINDSAY 


Conflicts of the Clergy. By MARGARETTA K. 
Bowers. pp. 252. $4.95. New York. Thomas 
Nelson and Sons. 


This important book is a study resulting from 
fifteen years of work with clerical patients and 
religiously dedicated personsin psychoanalytically 
oriented psychotherapy and group psychotherapy. 
It is probably the first book by a psychoanalyst 
who accepts the basic Freudian premises and is at 
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the same time a devout and practising Christian. 
Dr Bowers is Chairman of the Subcommittee on 
Pastoral Counselling of the House of Bishops of 
the Protestant Episcopal Church in America and 
her patients include seminarians referred by their 
authorities for psychotherapy during training, 
Sometimes because they presented disciplinary 
problems. She has worked also with rabbis, and 
she has obviously acquainted herself thoroughly 
with the theology of the Roman Catholic, the Jew, 
and all manner of Protestants. In fact readers can 
easily make her ideas relevant to 
denomination. 

In her introduction Dr Bowers sees her parti- 
cular clergy as having been “very lonely, Set-apart 
people’, resembling ship’s captains, but charting a 
course in inner reality where there are no beacon 
lights or proper charts, believing that if only they 
pray everything will be all right. Sometimes their 
best human equipment for their particular type of 
navigation, the vital instruments of the mind for 
finding the right course, are like compass and 
radar which for some reason have become 
battened down below and unavailable, through 
some sickness or distortion of the mind at un- 
conscious levels. Convinced that emotional health 
and maturity are essential to the religionist, she 
sympathetically pleads that the disturbed should 
take the psychotherapist on board to help them 
in their lonely watch as captains of the ship of 
God. 

Early chapters soon make clear her theoretical 
Statement concerning the goals of the therapeutic 
process as applied to the needs and ideas of the 
clergy, in terms that they can understand. The 
second and main part of the book is a series of 
case histories which demonstrate distorted motiva- 
tions for religious vocation being skilfully un- 
ravelled and leading in some cases to a quite 
convincing synthesis and continuation of life as a 
better clergyman and a much healthier person 
Apart from the author’s ‘case? for the compati- 
bility of true religious experience and thorough 


awareness of unconscious motivations and phan- 
tasy life, these case 


folding in detail her theoretical co 


their own 


thereby completes a presentation of high standard. 


“primary-process or 
the picture language con- 
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e 
taining the symbols which are the language E m 
normal thought processes of children, yeti 
creative mentation of artists, poets and ep. 
the language of emotion and instinct. This ation 
on to a demonstration of the si soe e 
in patient’s minds between their personal pa the 
and that which was taught in seminary; t can 
task of building a bridge so that the pare een 
develop communication within himself ee pri- 
his inner and outer reality thinking, cane con- 
mary-process thinking, whether repressed " one 
Scious, and his logical thinking. Repeatec ie 
Sees that distorted theology is rooted in dis t the 
subjective Psychological truth, and can um E 
Conclusion that the successful wolle an 
clergyman is one for whom theological trut iking 
Psychological truth coincide. There are mal idet 
examples of distortion of the original person? ear 
of God, relating to a child's reaction to ©? 
experience of a death, deprivation of oe 
torted primary-process images of parents, OF dipu 
anal fixation, sexual deviation, unresolved x^ n 
Complex, unsublimated exhibitionism, Hm ti 
the idea of sacrifice and excessive need to iden 
with the suffering Christ. sycho* 
Dr Bowers deals frankly with the P m f 
dynamic implications underlying the Saren link 
Holy Communion, including the appara agre? 
with cannibalistic pagan rites. Some may ne one 
that the bridges constructed for analytic ill have 
with unconscious distortions of thinking Grace” 
put the patient in touch with * God's healing ligioU* 
and restored a pipe-line for the flow of i mo 
awareness, They may see the result as potih y o 
than a truer perception of inner psychic “But this 
better sublimation into religious illusion. sis WÍ ] 
workmanlike presentation of aun ere be 
stimulate many to reassess the relations 
tween theology and Freudian psychology. sad 
SIMON LIND 


on" 
Beating Fantasies and Regressive Ego ra j 
ena in Psychoanalysis. Edited by study 
JosepH. Monograph I of The Kris iyti¢ 
Group of the New York Psychoana o e, 
Institute. (Pp. 103. $3.00.) New Y 
International Universities Press. 1965. : 
The first publication in this new and lett 
awaited series includes an appreciation of wee 
Kris, and a history of the study groups toget a 
with a discussion of their place in the developme 
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Ode The main substance of this first 
Wh gene PER of two panel reports on topics 
to his hah ve under Kris's direction prior 
instances ar - The theoretical discussions in both 
In the re e amply illustrated by clinical material. 
differentiation of the panel on beating fantasies a 
beating Patent is first made between conscious 
are teem on the one hand and those which 
analysis of SIOM but become apparent in the 
disorders E roue neuroses and character 
content of f e relationship between the manifest 
explored, a era and their latent content is 
Kris’s aien i" focal point in the discussion is 
Work, to fon » based on the model of the dream 
understandingt attention on the importance of 
atent Stes, processes involved in converting 
n "— houghts into their manifest content. 
Problem is ps discussion of this multifaceted 
etween ra sos one. The relationship 
Particular} ating fantasies and masturbation is 
relation ea Well treated, as is the role of pain in 
fantasies ns Sexual excitement of beating 
actors whi NEN, The discussion of those 
fantasies a $ , determine the choice of beating 
Chistic finta distinct from other types of maso- 
ric, | is interesting and rewarding. — 
phenon panel discussion relates to regressive 
*Bressions € in psycho-analysis. Here ego 
cing repetitio, considered in the context of their 
©Xperiences ions of previous ego states or physical 
Selings iie In relation to preceptions or bodily 
Or drive ies MENON with their role as the vehicle 
relation 45 ig Be, in their defensive function, in 
"egtession a b os situations and instinctual 
Benetic fa nd, inter alia, in their connexion with 
is je in ego development. 
May be on if it is to be found wanting at all, 
Clearly es to suffer from a failure to distinguish 
aspects of s the functional and structural 
Joffe (196 5 regression. (See J. Sandler & W. G. 
children tia on obsessional manifestations 
hus we & Prin Study Child 20, to appear). 
$ ut the - statements such as the following: 
Such Sie remains, how to differentiate 
Mena], hie [transitory regressive pheno- 
Present repr, S relatively normal and do not re- 
toa devel ession in the literal sense of a return 
function, b pmentally earlier form of structure or 
Modes of v» rather represent the reappearance of 
ego and eee which are omnipresent in the 
More aq ich are merely overlaid by the later, 
vanced forms of the development of the 
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various ego functions.’ The basis for making such 
a differentiation seems to rest, in the panel’s view, 
on the possibility of distinguishing between the 
re-instinctualization of certain ego functions and 
actual states of regression of ego functions to more 
primitive stages of the development. 

Perhaps the need for making such a distinction 
would fall away if those ego regressions which 
occur in normal and neurotic processes, which 
usually accompany drive regression, which are 
reversible and which can be considered to be 
regressions of function, are differentiated from 
those ego regressions which occur in the psychoses 
(and in other states of ego damage), which are 
usually irreversible and which can be said to be 
structura in nature. In functional regression there 
is a regression to earlier modes of functioning 
which are closer to the patterns of primitive drive 
discharge. However, the structure of the appara- 
tuses subserving the now regressed and ‘instinct- 
ualized’ ego functions remains intact. Structural 
regressions, on the other hand, occur when the 
apparatuses subserving ego functions are them- 
selves damaged. 

There seems little doubt that this monograph 
will prove to be of substantial value both to the 
clinician and theoretician in psycho-analysis. 

W. G. JOFFE 


Psychological Testing: Theory, Interpretation 
and Practices. By NORMAN GEKOSKI. (Pp. 
xii--300.) Illinois: Charles C. Thomas 


1964. 

This book is aimed primarily at those in manage- 
ment and personnel selection who are faced with 
the task of assessing job applicants for different 
posts. It had its origins, according to the author, 
in the years following the first Russian sputnik, 
when many Americans questioned whether the 
available talent in their country was being used 
to the best advantage. The author's stated inten- 
tion is to point out and correct some of the fallacies 
and misinterpretations which debevil the field of 
psychometrics, particularly in vocationalselection. 
However, the book will be of considerable value 
to anyone who requires a first text-book in psycho- 
logical testing, either for their own purposes or for 
teaching, since the arguments are developed from 
first principles and assume no previous, specialized 
psychometric knowledge on the part of the 
reader. 
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The author begins by outlining the benefits of 
psychological testing properly applied, but is also 
at pains to point out the limitations of the tech- 
niques available and to deplore the fact that these 
limitations have not always been taken into con- 
sideration in the interpretation of test results. This 
is followed by a very useful chapter on the logical 
basis of psychological testing where the field is 
related to measurement in other branches of 
science, and similarities and differences well illus- 
trated. The next section deals with the application 
of tests of aptitude, and the statistical treatment 
of results is nicely blended into the discussion of 
the different types of aptitude test available. Part 
III deals with intelligence, interests, personality, 
and special abilities tests, and again the reader is 
gently introduced to the statistical basis of the test 
construction and interpretation. The book then 
goes on to describe how a selection testing pro- 
gramme should be administered, and many of the 
practical problems of collectin g data and recordin 
test scores are given a fairly thorough treatment, 
The final selection is devoted to an account of 
validity and reliability of tests and the pitfalls 
which may attend the interpretation of results, 
ending with a chapter dealing very simply with 
basic statistical techniques and how they are 
applied in practice. 

The best feature of this book is the clear, syste- 
matic exposition of the Subject matter, with each 
point well illustrated by practical examples which 
can more readily be appreciated by the non- 
psychological reader than the abstract statistics 
which one finds in so many of the standard text- 
books of psychometrics. It can therefore be recom- 
mended to those who havelittle specifically psycho- 
logical training, yet who find thata basic knowledge 
of psychometrics is essential to their work. Un- 
fortunately the author occasionally tends to over- 
illustrate quite simple points which could be com- 
municated in considerably less space, so that the 
pace is at times a little laborious, Also, there is no 
account of factor analysis and its considerable 


clarity, recommends 
knowledge of Psychometrics. 
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The Annual Survey of Psychoanalysis. Me 
VIL. Edited by J. FroscH and N. ROA 
(PP. xii+371. $12.00.) New York: In 
national Universities Press. 1964. 


1 ich 
This volume, dealing with publications m 
appeared in 1957, continues to maintain the es, It 
dards of excellence set by the previous € 
covers 28] psychoanalytic papers in nine de dies, 
dealing with History, Critique, Theoretical ues tic 
Clinical Studies, Dream Studies, psyctionn 2 
Child Psychiatry, Psychoanalytic Therapy cho- 
choanalytic Education and Applied Psv 
analysis. «s has 
The special section on psychoanalytic oe i ] 
been dropped, althou gh some books are dea have 
and the volume is the slimmest of those ee 
appeared; it is, for example, less than a 
quarters the size of volume vii and less than E 
that of volume ty. w. G, 1087 


atty: 
Modern Perspectives in Child Psychiat} 


" 55. 
Edited by JoHN G, Howe ts. (Pp. 595. 10 d 


Edinburgh and London: Oliver and BoY^ 
1965, 


, ild 
With the publication of this book British ray 
psychiatry can be said to have come of age: ' n the 
itis divided into two parts. The first deals be ith 
Scientific basis of child psychiatry, the secon 
its clinical aspects. J 
Part one pens with an astringent and scholar 
and chat QWynneJonesonresearch methodo an 
and child psychiatry, which is followed bY 6 
interesting chapter from Ewan C. Grant p je 
contribution of ethology, Next Valerie jatry i 
Surveys the genetical aspects of child psychia al 
a manner which could serve as a model rer i 
research scientist who genuinely wishes ie o the 
municate the significance of his expertise q. 3 
clinician. Eysenck and Rachman provide à rni 
prehensive summary of the application umet 
theory to child psychiatry, and Elspeth S (fal 
and Jean Robertson contribute a ua 
chapter on the application of knowledge of a 5 
child development to the problems of T with 
handicapped in a variety of ways. Part I en d 
a succint of the main foci of interest in the 
i chopathology. id 
TD dosis with fhe clinical aspects of pr. 
psychiatry, opens with a lengthy chap ee edd 
Howells on the organization of child psychia 


Reviews 


Servi C 
DR pei is followed by a dozen chapters 
tain : inical topics, ending with chapters on 
psychiatrie e and function of children’s in-patient 
Concini e by Blachford Rogers and on the 
Psychiatry b ey psychological tests to child 
The mdi - R. Lickorish. 
ldghi amd E of the purely clinical chapters is 
Taster in hi oa eee is an acknowledged 
therefore e ield. Individual mention would 
of the Gini but it may give some idea 
delinquenc a to mention Peter Scott on 
fis on ome onnell on suicidal attempts, Hilda 
no British c eti Kirman on mental defect; 
innicott V ein would be complete without 
Child therapy € offers a characteristic case of 
This is à 5. 
Price tag pee book, well worth its five guineas 
every nod dá it will be obligatory reading for 
ising and aspiring child psychiatrist. 
G. STEWART PRINCE 


Soci 
m d and Mental Illness. By A.B. 
rh They and F. C. Repticu. (Pp. 
Em 5s.) Science Editions. New York: 
n Wiley and Sons. 1964. 


Six à 
Ook pom its first publication this notable 
deserve bes in paperback. In that time it has 
to by mg ecomesso well known that it is referred 
Teserveq aom names, an accolade usually 
espite ^ tandard text-books. 
ng ER ME to the contrary, today's 
Wn with re rarely buys expensive books. He has 
Nd largely c © paperback revolution in publishing 
editions te Onfines his book buying to these cheap 
ibrary hem, book is readily available from a 
le is psa read it soon after publication; if not 
Psychiatry p. to wait. Many doctors training in 
Access ie "es this attitude and have no ready 
Scotian -stocked libraries, and this book can 
ost E S peoiallyrto them; 
in Paperback ( material available to the psychiatrist 
didactic dee the Pelican series on psychology) 
sent book m not describe original work. The 
ommunit escribes research of importance: 
Class and m, Y study of the interactions of social 
detailed a, ental illness; but besides this it gives a 
Study; rie of the methodology of a team 
results and ai are defined, hypotheses stated, and 
One, it is sı atistics given. Not only is the research 
€ book | em m D e done, and while this makes 
onger, it is valuable and salutary reading 


you 
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for those accustomed to having research summar- 
ized and digested for them. 
This reprint deserves to attract many new 


readers. I. M. INGRAM 


Aspects of Depressive Illness. By D. MADDISON 
and G. M. Duncan. (Pp. 183. 17s. 6d.) 
Edinburgh: Livingstone. 1965. 


This slim volume of 184 pages, well produced 
and modestly priced, is the record of a symposium 
held at the University of Sydney in May 1963. 
The quality of the contributions varies and the 
discussions following the papers make tedious 
reading as such discussions always do; but the 
general standard is high. Prof. Kiloh describes his 
clinical and statistical investigations on the 
differentiation of depressive syndromes and pro- 
vides a useful review of recent work on classi- 
fication, prognosis and psychological tests and 
responses in depression. This approach is nicely 
balanced by Prof. Kolb's interesting and personal 
accounts of psychotherapy and psychopathology. 
These two contributors reflect very clearly the 
contrasting British and American approaches to 
the subject of depression and, in general, this 
mixture of approaches gives à broad coverage, 
neither psychological nor physical factors being 
neglected. Apart from an account by Profs. 
Ironside and Kehoe of their work on affective 
changes in relation to gastric secretion under 
hypnosis, most of the other contributions are 
clinical and cover depression in childhood, in the 
middle years and in general hospital practice. A 

anel discussion on drug therapy completes the 
book. The volume is less ephemeral than most of 
its kind and can be recommended as a brief over- 
view of current thinking on the subject. A biblio- 
graphy is included. Y M INGRAN 


The Role of Pleasure in Behaviour. Edited by 
R. G. HEATH. (Pp. 271. $6.50.) New York: 


Hoeber. 1964. 

This book consists of papers and discussion 
delivered at an Interdisciplinary Symposium held 
in New Orleans in 1962. 

Half of the contributions concern neurophysio- 
logical studies and three of these are summaries 
of well-known basic work. Olds presents the 
current status of his studies, using his self-stimula- 
tion technique, mapping areas of positive and 
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negative reinforcement in the brain of the rat. 
Using similar techniques and aided by a pharma- 
cological analysis, Stein investigates his hypothesis 
that operant behaviour is motivated by the expec- 
tation rather than the occurrence of reward. Both 
these authors show that the interaction of these 
two basic networks generates complex, surprising 
behaviours which the clinician will recognize. 
Hernandez-Peon discusses his fundamental work 
on attention and preception and Suggests that 
certain anatomical substrates are common to the 
motivational systems mapped by Olds and those 
controlling the level of vigilance. These three 
papers are particularly Clearly written and make 
the wealth of material they contain readily assimi- 
lated by the non-expert. 

In four papers, Heath and his colleagues de- 
scribe similar studies on human subjects. Whilst 
necessarily less precise and controlled than animal 
studies, they are particularly fascinating because 
of thesubjective commentary possible in conscious 
man. Of the many findings important for the 
psychiatrist one of the most interesting is the 
euphoriant effect of septal stimulation, an effect 
less easily produced in Schizophrenic subjects in 
whom electrographic abnormalities have been 
previously demonstrated in the Septal area, 

The physiological papers, possibly because of 
their number and their concentration on similar 
topics, overshadow the other contributions. Some 
of these—for example, Feibleman’s brief ‘ 
philosophical analysis of pleasure'—are good. 
Lindsley's opening paper on the *Ontogeny of 
pleasure’ fails, largely through lack of available 
information, and amounts to no more than an 
outline of the development of the brain andelectro- 
encephalogram in relation to the expansion of the 
behavioural repertoire of the human infant. In his 
essay on thecontributions of ‘adaptational psycho- 
dynamics’ to the study of ‘hedonic self-stimula- 
tion of the organism’ Rado either fails to do him- 
self justice or demonstrates that the achievements 
of this approach are limited to the description of 


commonplace and vague notions in cumbersome 
terminology, 


The defects of the book reflect our ignorance of 
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diverse orientation. For example, Stein shows 
non-reinforcements are punishments in a a 
situation, a finding that echoes in many See 
and brings to mind a brief statement oy iple’ 
40 years ago in ‘Beyond the Pleasure ee o 
To the behavioural physiologist this —-—— 
limited value since much of the experimenta many 
has been published in similar form Hè p thisis 
recent symposia in this field. To the cin oug 
avaluable publication since this materialis ae 
together alongside relevant clinical papers to 4 
ever, being a multidisciplinary approach tack, 
difficult Subject, newly opened to scientific à this 
hard information is not the reward of readin a 
book. It is difficult to stop thinking (an aver This 
rewarding experience!) on putting it down- 
presumably is the aim of its sponsors. oN 
R. N. HERRINGT 
eh 
Mental Retardation—A Review of er" 
Edited by Harvey A. Stevens and. a 
HEBER. (Pp. 502, $12.50.) University 
Chicago Press. 1964, 


the 

This book aims to bring together in wet 
knowledge obtained from research in all then to 2 
Scientific disciplines which are contributing tal 
better understanding of the phenomena ofm 
retardation, ., field 

The need for co-operative planning in this of 
was recognized by the National Institute ne 
Mental Health in 1955 when it made a grant t nos! 
American Association on Mental Deficiency" this 
committee on Technical Planning undertoo int? 
enormous task. Thirteen contributors make : tha 
the most comprehensive review of the subjec 
has so far been completed. ters? 

From the editorial preface, which has the s of 
Dess, categorical style and pose de* 
modern advertising, to an excellent author 2 
the book is a tonr de force, a fascinating S non 
trove for the merely curious and something f the 
for the serious reader who makes use pM 
Benerous index to pursue particular OPE epe ; 
of which display the overlapping and inter 
dence in this field. . g rning 

After surveying research in education, lea ait 
and performance there are sections on persona 
and social and educationaladjustment. Malam. 00 
chapter on neuropathology is particularly 8 
and the book is worth buying for this pat. 
useful and informative section is devoted to D 
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chemi " 
| iier d clinical correlations and should help 
ofthe "d deni uncertainty in the mind 
jeden on T. here isan authoritative and lucid 
interestin koe by Elving Anderson and an 
tral ied : Iscussion on teratogenesis of the cen- 
tion by UE: etg by Fraser. The final contribu- 
really clear a on behavioural disturbances is a 
roundwhich resulte f of the confusing merry-go- 
defect and hae ts from the interaction of mental 
contributes pi psychology, while Benton 
PSychological extremely thoughtful study on 
nosis, evaluation and differential diag- 
Gen 
Dipen fey bee is made throughout to 
to think lon itish authors, but we would do well 
comparable a deeply over the absence of a 
reflects great - ish volume. Thecontent asa whole 
isa "dnd = on the editors and their staff. 
all workers x see and essential reading for 
I5 much i ue mental-deficiency field as there 
easily be emma here collected which cannot 
eon vered elsewhere. 
© price "dine are of high quality, and despite 
Omments ma M of its presentation and 
miss, ake it a bargain that few can afford to 


RONALD C. MACGILLIVRAY 


The rj, 
collate Year of Life. By RENE A. SPITZ in 
(Pp Sra with W. GODFREY COBLINER. 
niv 4. $8.50.) New York: International 
ersities Press Inc. 1965. 


Thi : 
results $ i is a survey by Dr Rene Spitz of the 
SO on the Preis over a period of thirty years or 
infants, Tt j levelopment of object relations in 
States his ‘thee three parts. In the first the author 
Methodolo eoretical position and outlines his 
Constitution - The second part deals with the 
etaileg "deg libidinal object; in it the author's 
€scribeq E young infants’ reactions are 
Organize, his concept of the three successive 
aine, hd the psyche is elaborated and ex- 
Object relat Tt three deals with the pathology of 
isturbances a and is divided into psychotoxic 
Oüpho and emotional deficiency diseases. 

b oni Fes book three different classes of 
ations “a uced: Spitz’s own observations, 
Or’s pa relevant work by others and the 
Will be f pretation of both. Much of the mat- 
Sinthe —— to readers and a great deal of 
etime: past been the subject of discussion and 

s criticism. Nevertheless, it is valuable to 
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have it brought together in one volume by Rene 
Spitz himself. 

The second part of the book contains a lot of 

hard factual information about infantile reactions, 
much of it-first worked out by Spitz and now 
generally accepted. The theoretical constructs put 
forward are open to discussion but on the whole 
appear well founded. The third part, by contrast, 
seems at times more speculative and the data 
relating to the various *psychotoxic disturbances’ 
do not always appear adequately to justify the 
theoretical arguments put forward—interesting as 
these nevertheless are. For example, the assertion 
that a psychological factor was one of the causes 
of infantile eczema, while plausible enough, is 
scarcely proved by the data available: while few 
other differences from the control group were 
found in the factors examined it is clear that the 
mothers of the eczematous children were very 
different from the control mothers and various 
undiscussed genetic or constitutional factors might 
have been operating, the different handling being 
a coincident but not causative factor. The status 
of the syndrome of primary passive rejection is 
even more unsatisfactory—though Spitz him- 
self observes that more investigation is needed 
here. 
Undoubtedly the methodology employed in 
many of these studies is open to criticism. Indeed 
the author admits this implicity in the first chapter 
when he invites the reader to skip chapter 2, the 
section on methodology; and more explicitly in 
his conclusion when he says, ‘Future research will 
be conducted with more subtle instruments, and 
indubitably expand, correct, and modify my 
findings.’ Methodological weaknesses are however 
inevitable in pioneering research of the type which 
Dr Spitz has carried out; and it has to be remem- 
bered that when he started to study the behay- 
jour of infants most other psychoanalysts were 
content simply to sit back and theorize on the 
matter. 

This book must surely be essential reading for 
anyone studying this period of life and wanting a 
psychoanalytically orientated account of it. It will 
be a rich source of ideas for the intending research 
worker: possible experiments and hypotheses for 
verification continually spring to mind as one 
reads it. There is also a comprehensive biblio- 
graphy covering both the author’s own writings 
and many other references. 

The appendix, by W. Godfrey Cobliner, deals 
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with Piaget’s work on cognitive development and 
the constitution of the permanent object, in 
relation to the findings of psychoanalysis. The 
two are presented as to some extent complemen- 
tary. It is conceded that psychoanalysis has in the 
past tended to neglect the development of cog- 
nitive processes, but on the other hand Piaget is 
held to have overlooked the psychic drives respon- 
sible for the infant'sactions: although in studying 
thedevelopment ofthe object he has acknowledged 
its affective aspects he has ignored these in his 
experiments. The similarity is pointed out between 
Piaget’s concept of stages of development and 
Spitz’s nodal points or organizers of the psyche, 
though the latter are considered to provide an 
explanation for a wider Tange of phenomena, 
Finally the object ofacademic Psychology, Piaget’s 
permanent object and the libidinal object of 
psychoanalysis are each considered in turn. The 
author regrets Piaget’s Progressive loss of contact 
with psychoanalysis since 1933, his lack of know- 
ledge of modern psychoanalytical ego psychology, 
and the failure of the Geneva school ‘to link 
cognition and conation with intrapsychic proces- 
ses’. This is an interesting section of the book, 
written from the psychoanalytical point of view 
and at times sharply critical of Piaget; butno doubt 
the interpretations which both schools place on 
observed events in early infancy will yet undergo 
considerable future modification. 

The book is mainly well produced though it is a 
pity the figures do not appear in numerical order, 
It is likely to remain a valuable source of reference 


for a long time to come. PHILIP BARKER 


Medical Orthodoxy and the Future of Psycho- 
analysis. By K.R. EISSLER. (Pp. 592--x. 


$12.00.) New York: International Univer- 
Sities Press, 1965, 
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sis. 
'sociologism* to be a danger to pays dM 
He denies its biological roots and wants t ne. E. 
to believe that Freud's instinct theories edia 
derived not from the biological basis ofhis A E 
education but from the writings of -— no 
Shakespeare! The place of psychoanalys science 
within medicine, but in ‘a university omin onla 
of man’. This is why in his opinion the ba 
analysis is so wrong. ? rejet 
The author deals at great length with d 
tion and misrepresentation of xps m. 
the church, by Pavlov's school, by the aid 
among whom he lists Melanie KE 
sociologically oriented psychiatrists ith Fran? 
Sullivan. He is particularly severe Ww! ooft 
Alexander who was the leading pee integr® 
‘desegregation’ of psychoanalysis and i 
tion with medicine. ainst 
The last chapter defends Freud ag by so? 
humous insinuations of dishonest motives ean that 
Critics. The accusations are so trivial and ona fifty 
they could have been rejected in less 
ages, of the 
" The author is pessimistic about the <n ^s 
psychoanalysis he knows, but his views Moses a 
Work aresomewhat unusual. Heregards ment f 
Monotheism as ‘the greatest psp s abou 
analytic mentation’ and Freud's wie asis 
religion as ‘his greatest achievement m 1 whether" 
of a second reformation’. He is doubt ei trends 
psychoanalysis will survive the aie time It 
against it, but he hopes that in some fu 
will be restored to its old greatness. deal of em” 
This is a depressing book. A great 3 ace ar? 
tion and much too much pr sert truth 
employed on decrying the e esae 
nothing that is alive can continue un atural aw 
that there are no exceptions from this tempora! 
The author sees the proper task of ssolidation 
analysts in the protection e ilie 
Freud's work. But who can claim to. authorit 
guardian of this heritage? The author " d on th 
as Freud’s representative can be dispu alysis is 
grounds that his evaluation of pu much 
highly idiosyncratic and out of keeping w: that pis 
that Freud wrote. There is no evidence of bis 
views and sentiments are fully shared by any k and 
fellow analysts. This, then, isa personal boo: rica 
as such it is not without sentimental and me j 
interest. It should Prove a useful reference del , 
However, Eissler is very demanding of rea ple 
time and his tendency to display his remark 


post 


that 


Reviews 


Scho i : 
Roe d r^ be irritating. At the slightest 
Shakespeare zi quotes lengthy passages from 
eng. nh sende Nietzsche and others. How- 
ee a y and integrity are beyond doubt 
of his style pase 20s with certain peculiarities 
füst ir "s : which is the frequent use of the 
ogee = ar. In spite of these criticisms the 
Psychoanal; commended to those interested in 
ysis, It is much too long, but never dull. 


E. STENGEL 


Contributi 
ie 5 one to Developmental Neuropsychi- 
Sere PAUL SCHILDER. edited by LAURETTA 
Tatara (Pp. 407. $8.50.) New York: 
tonal Universities Press Inc. 1964. 


This 

miscellancone roduced volume brings together 
ere. The we, previously published else- 
distinguish d Hors Dr. Lauretta Bender, who is a 
Schilder’g or psychiatrist in her own right and also 
ensive ae attempts to provide a compre- 
developme, of his work in the field of child 
arranged "d and neuropsychiatry. She has 
cadings, and original material under subject 
Scanty footnot confined her comments to rather 
°F explanatio, es. As there are no connecting links 
Contents iba ppano detailed chronological list 

Schilder’s e total effect is patchy. 
Subjective Hom use of language is often highly 
© Was atte rough his ‘constructive psychology’ 
his own y mpting to marry gestalt theory with 
though lie €rsion of psychoanalytic theory. Al- 
°° Contem oe Klein, he does not refer much 
intrigued p rary psychoanalytic research. He was 
body duali Y the seeming paradox of the mind/ 
Creatively = which for this reviewer has been most 
Paper could ie by Winnicott (1949), whose 
Telationshi b 80 throw a great deal of light on the 
tk, Schitd ee Ween Schilder’s character and his 
detaileq ob er’s strength was in his capacity for 
imself, C servation, whether of patients or of 
thirq fem ane he writes of himself in the 
pum iem his descriptions, his patients tend 
Whom PAL to be observed, populations to 
Isms in Seque are administered, or organ- 
Not empathiz convulsions are induced. He does 
Succeed in ¢ with them, or if he does, he does not 
Objectiyit onveying what he feels. His extreme 
5e adua à nd detachment may appeal to some 
those al scientists and perhaps it is necessary 
who havetoattemptto understand organic 
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deterioration. But for those with a therapeutic 
orientation such detachment can only lead to a 
gross limitation of the work. 

Schilder makes his most interesting contribu- 
tions towards an understanding of clinging and 
grasping, motility and space. He shows an 
awareness of the need for an object theory which 
takes account of psychicreality—of theinner world 
as well as of the human and non-human environ- 
ment. But he does not want to explore the inner 
world himself, and his comments have a tendency 
to generalization which blur the differences, 
though they also excite the imagination: *AII 
experience takes place in space. I do not think that 
space is merely the social aspect of experience. 
There is a deep inner unity of a social kind in every 
phase of experience and the spatial quality of 
experienceis merely oneside ofthetotalexperience. 
Activity is basic in all parts of perception and is 
also basic for space perception. Activity is also 
directed towards the outside world and other 
human beings. Activity is therefore the primary 
factor in the creation of the object, but is, in its 
essence, a social factor...’ (p. 20). Or again: 
‘Without an outward space, body space is strictly 
senseless. When we speak of narcissism, we should 
not forget that an outward space and the space of 
the body are the necessary basis for the unfolding 
of narcissistic tendencies’ (p. 21). Fantasy is not 
mentioned in the index, and if Schilder was a great 
explorer, usually more concerned with form than 
with content, he could also be rather naive in his 
ready acceptance of what children said to him as 
a result of his direct questioning. See, for example, 
the section on children’s attitudes towards death. 
He is very hard on Lewis Carroll, and we wonder 
sometimes if he was ever capable of being 
amused. 

This is not an easy book to read and it can be 
recommended only to the serious student who will 
be as much intrigued and impressed by Schilder’s 
energy and originality as he will be frustrated by 
his incapacity to organize his discourses into a 
coherent whole. Schilder’s scholarship was prodi- 
gious; so was his ambition. In his own words: 
he planned to write a treatise in several volumes 
to embrace, first, the body image; second, percep- 
tion and thought; third, goals and desires; and 
fourth, psychotherapy. In addition he had planned 
further volumes on art and sociology. He partially 
succeeded by having two volumes published in his 
lifetime, one of them, The Image and Appearance 
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of the Human Body, achieving wide recognition 
and acclaim. Two more were published after his 
death. His major contribution to the theory of 
thought processes was brilliantly described and 
interpreted by Rapaport (1951). Since then his 
reputation has apparently suffered Something of 
an eclipse, particularly among psychoanalysts. 
Freud once told him that he worked in *too wide 
dimensions’ instead of limiting himself to psycho- 
analytic microscopy. Perhaps it is as well that he 
did so because, according to Rapaport, he and 
his associates made more concrete observations on 
the so-called body-mind interaction in *border- 
line’ conditions—general paresis, encephalitis, 
brain injuries, epilepsy, schizophrenic motor 
phenomena, toxic amentia, etc.—than any other 
group of investigators. And it is to him that the 
German school of psychosomatic research owes 
its origin. 

(References: Rapaport, D., *Paul Schilder's 
contribution to the theory of thought processes* 
Unt. J. Psychoanal. 32, 1951]; Winnicott, D. W. 
(1949), *Mindand its relation to the psyche-soma’, 
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other growing-point of psycho-analytic research, 
the interest in psychosomatic defences. This is indi- 
cated in Phyllis Greenacre’s article on the *Devel- 
opment of the function of tears’, in which the 
subject is broadened in a stimulating fashion until 
the consideration of the body's use of fluid in 
emotional disturbances is reached. 

Mention mustalso be made of Pierre Vereecken's 
article on ‘Inhibition of ego functions and the 
psychoanalytic theory of acalculia’. It is curious 
that comparatively little has so far been published 
on arithmetical difficulties in children, from a 
psychoanalytic point of view, which are so 
common, particularly when one recalls Piaget's 
work on the child's conception of number and of 
space. Vereecken's article deals with a particular 
form of crippling of the scoptophilic drive and ex- 
plores the relation between primary process func- 
tioningand ego development. Piaget demonstrated 
that a particular type of intelligence is gradually 
established which is characterized by mobility of 
psychic processes somewhere between the ages of 
five and seven. The child with arithmetical diffi- 
culties cannot be mentally mobile, and this dis- 
ability is traced back to basic anxiety over oral 
aggressive impulses. Vereecken considers that this 
immobility is used defensively in an attempt to 
bring about stabilization of the inner world. 

All of the twenty-five articles, while having some 
point of interest, need not be mentioned in detail. 
They suffice however to show that work goes on in 
a fertile field. J. C. B. SYM 
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JPM, 
à i ication of the ? 
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illustrated by a number of examples, Copies of the self-administered IPM question nei 
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hizophrenia 


By FRANK FISH* 


ii rough earlier psychiatrists described con- 
Phrenic which we can recognize as schizo- 
Braph oy the publication of Kahlbaum's mono- 
in1863 n the classification of mental disorders 
of the (Kahlbaum, 1863) marks the beginning 
Pointed seers of schizophrenia. Kahlbaum 
and th out that both the course of the illness 
in the eesti clinical picture should be used 

cans assification of mental illnesses, and by 
Catato this nosological concept he isolated 
or Bis (1874) and his friend and collabora- 
50 Men described hebephrenia (1871). In 
With h orel described a patient aged 14 years 
ellect ebephrenia and because there Was in- 
em ual deterioration he called the illness 
ae praecox. 
nae concept was not well received 
(1938) , asnot until 30 years later that Kraepelin 
togeth used it in his text-book in order to group 
menti er dementia praecox, catatonia and de- 

Dioten paranoides as ‘psychic degeneration 
Se EE of his text-book 

isorde he regarded these illnesses aS metabolic 

Sc WT d and called them * processes of intel- 
© deterioration”. He believed that the 

nd feature of these illnesses Was *the 

Psych ecropment of a characteristic state of 

Rit ES enfeeblement". In 1899, in the 

E» € of his text-book, he used the term 

fo! d 228, i. 

"Sisty rg ME Medicine, Uni 

18 


dementia praecox for these illnesses and also 


Cause although the patients with this illness 
were deluded they did not show marked affec- 
tive or motor symptoms. Later in 1921 one of 
his pupils (Mayer. 1921) showed that there was 
an excess of schizophrenia in the families of 
paraphrenics and that when followed up many 
aüphrenics developed typical schizophrenic 
symptoms. After this Kraepelin and most other 
German psychiatrists regarded paraphrenia as 
a variety of schizophrenia: = 

jn 1911 Bleuler introduced the term schizo- | 
phrenia in order to avoid the implication that 
dementia praecox was essentially an adolescent 
mental deterioration. He held that schizo- 
phrenics never made a complete recovery, but 
admitted that some were extremely competent 
after the illness had subsided. He believed that 
the essential psychological feature of schiz 
phrenia was the loosening of associations “ 
that wherever he saw a loosening of Ron 
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tions in a non-organic* psychological disorder 
he diagnosed Schizophrenia. Since anxiety may 
cause difficulty in coherent thinking it seems 
likely that Bleuler included in the group of 
Schizophrenia severe PSychogenic reactions 
and atypical affective disorders. Thus Bleuler’s 
concept of schizophrenia was much wider than 
Kraepelin's dementia praecox and itis not sur- 
prising that as time went on Bleuler's pupils 
found thatthe Tecoveryrate from Schizophrenia 
Was fairly high. However, even Kraepelin with 


Stic criteria found that 
ered completely 
the paradoxical 


ncurable illness, 
Ognosis in some 
cases. There are two Ways out of this difficulty. 
riteria for schizo- 
ofthe illness and 
ophrenia-like ill- 
eparate group of 
erm schizophrenia 
disorders of think- 


viour which are not 
Secondary to a mood state and which do not 


recover, 

Jaspers : (1962) suggested that a. Schizophrenic 
symptom is one with Which the examiner can- 
not empathize, This means that when the 
psychiatrist meets a patient with a non-organic 
mental disorder he tries to put himself in the 
patient's tota] life Situation and understand the 
patient's Symptoms as a result of his personal- 
ity, affective state and situational difficulties. If 
&Symptom cannot be * understood’ in this way 
then it is schizophrenic. This is, of course, a 
very subjective approach and some psychia- 
trists are Prepared to understand more than 
others. There are two ‘points which must be 
Stressed. The first is that One must remember 
that there is a very wide range of human 
eccentricity, which is not psychotic. The second 
point is that by empathy or * understanding’ is 
meant the simple naive approach and not inter- 

* The adjective ‘non-organic’ will be used to 
indicate that there is no coarse brain disease which 
We can detect with our present methods. 
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i cho- 
pretation in terms of some dynan aR em- 
logy. A somewhat similar approac rns wb 
pathic one is theview that all sympto andaries 
indicate a breakdown of the nomi are 
between the self and the environm 
chizophrenic. -- 
: In e ed schizophrenic ina 
gross blunting of affect, or ene 
mistakable formal thought ow " 
catatonic symptoms diagnosis dendi non- 
easy, because the symptoms rs of the 
understandable or indicate a brea izophrenla 
boundaries of the self. In acute pi Š 
such gross symptoms de uS s schizo- 
order to help in the diagnosis of a ested that 
phrenia Schneider (1959) has Ee agnos 
certain *first-rank symptoms" are psence © 
so that when they occur in the a present 
coarse brain disease cece un arly *non* 
These first-rank symptoms are C 2 
understandable’ in nature. They are: 


ing 0 
(1) Thought echo or the hearing 


sses with 
and unr 
or cleat 
Jatively 


; 
f ones 


own thoughts spoken aloud. NT of 
(2) Hallucinatory voices in f 
statement and reply. ment 0 


H H m 

(3) Hallucinatory voices which co 
the patient's behaviour. i 

(4) Thought withdrawal, thought i 
and thought broadcasting. . or pass 

(5) pe poctatbes of bodily influence 
vity. : 

(6) Delusional perception. 

(7) All events in the spheres 
drive and voluntary activity whic MS 
enced as being made or influenc 
outside power. 


nsertio™ 


of emotio? 
h are exper 
som 


ne? 
.rank OF 
ll other symptoms are second-rat nos! 
A ymp gnosi 


a 
and if only these are present then the us asis 
of schizophrenia can then be made on 


y oug! a 
: of the total clinical picture. It might be th the 


that Schneider's first rank symptoms make in 
diagnosis of schizophrenia very easy; r 
fact there are some difficulties. Thus $ F 
patient is very anxious and perplexed I " 
be difficult to be sure whether he really 

first-rank symptom or jt js ‘as if? he had 
Thus he may agree that his actions are nO 


u 
F the 


one 
t pis 
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ae but closer questioning reveals that he is 
fice that he is not sure if his acts are 
ae own control. If one directly asks the 
ae if he has certain first-rank symptoms 
foci agree because they seem to explain 
A ng symptoms. For example, when asked 
e your thoughts taken away?’ the patient 
fis d because this explains the difficulties 

Ne S In Keeping to a given train of thought. 
Psych an enthusiastic young and inexperienced 

S hiatristwhohasjustdiscovered Schneider s 
S: m symptoms there can easily bea two- 
Phre cefold increase in the diagnosis of schizo- 

nia in a clinic. 

a ee da that schizophrenia always leads to 

defect is firmly held to-day by Leonhard and 


s Pupils (Leonhard, 1959). He refers to 


ma d Psychoses? (Fish, 1962, 1964; Leon- 
neithe 1959, 1961) and considers them to be 
e er manic-depressive nor. schizophrenic. 
fus oups them into Anxiety-Happiness, Con- 
es and Motility Psychoses. The first is 
3 i alga by phases of anxiety or ecstatic 
used n, while in the second thinking is com 

ut and the patient is either stuporose and 
rio. excited and incoherent. In the motility 
ide the patient either shows an excess of 
Stu ive and expressive movements OT is 
D TON and mute. Each psychosis has there- 
Sym an inhibited and an excited pole, but 
Oce Ptoms of inhibition and excitation do not 
T together. Recently, Leonhard (Leon- 
th & von Trostorff, 1964) has claimed that 
sS Cycloid psychoses can usually be diagnosed 


Tene basis of the clinical picture alone. This 
Ga ee systematic an non-systematic 
van > 1962; Leonhard, 1959). In the. be fist 
a tity the illness runs a progressive. down! Y L 
Whine until a steady clinical picture is reached, 
Hm then continues unaltered for the re- 
p der of the patient's life. In the non-syste- 
li tic schizophrenia the course is usually shift- 
~e, the clinical picture is variable and severe 

efect is less common. Leonhard claims that if 
à true schizophrenic illness is misdiagnosed as 
à cycloid psychosis it is likely that it is non- 
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systematic and has a better prognosis than 
schizophrenia in general. 

Despite their differences both Schneider and 
Leonhard assume that schizophrenia is an ill-| 
ness with a physical basis which so far has not | 
yet been discovered. Other psychiatrists, especi- 
ally the pupils of Meyer, regard schizophrenia 
‘as the end result of a life-long maladjustment. 
These workers claim that indications of schizo- 
phrenia can always be found before the acute 
onset of the illness. In most cases these * indica- 
tions’ of schizophrenia are the symptoms of 
an adolescent crisis and would not have been 
considered remarkable if the patient had not 
developed schizophrenia. Although schizo- 
phrenia does at times develop insiduously so 
that the exact point of onset is uncertain, the 
present author feels that it is an illness with a 
definite point of onset and that it cannot be 
regarded merely as an accumulation of bad 
habits of adjustment. 

The relationship between schizophrenia and 
parano 1 has been discussed for many years. 
Kraepelin (1913, 1921) described patients with 
delusions of persecution, damage, reference 
and grandeur, who had no schizophrenic symp- 
toms apart from their delusions and called this 

isorder paranoia. Most German-speaking 
psychiatrists take the view that abnormal per- 
sonalities may develop delusion-like ideas as a 
result of an acute or chronic psychogenic re- 
action. In the acute reaction the delusions die 
away when the patient's personal difficulties 
are resolved. In the chronic reaction, or the 
personality development, an unhappy insecure 
person with difficulties in adaptation, slowly 
develops over-valued ideas which later become 
delusions. Although the intensity of the false 
beliefs fluctuates in the course of time there is 
no sharp break in the continuity of the per: 
sonality. In contrast to this the patient wit 
"delusions of persecution resulting from 
schizophreni: Iness has an abrupt irreversibl 
change in his personality produced by th 
“schizophrenic process. Thus when faced wit 
a chronic non-organic paranoid disorder the 
psychiatrist has to decide if it is the result of a 
personality development or a schizophrenic 
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f 


272 


process. Kolle (1931) claimed that most of 
Kraepelin's patients with paranoia were schizo- 
phrenics, because they showed the typical pri- 
mary delusional phenomenon of the‘ formation 
of relationships without cause’. In fact sudden 
delusional ideas are not diagnostic of schizo- 
phrenia (Schneider, 1959), although a relation- 
ship is formed with no cause. 


Affective 
psychoses 


Cycloid 
psychoses 


Non-syst. 
Schiz. 


Syst. schiz. 
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we must remember that our classification of 
non-organic psychoses is based on clinical 
features and not on etiology. Until we can 
classify mental illnesses according to under- 
lying neurophysiological and biochemical 
changes we can add nothing new to the argu 
ments about the concept of schizophrenia an 

dementia praecox, which have occupied the 


Cc 


Fig. 1. Relationship of morbid process to syndrome. 


Let us come back to the problem of the 


definition of schizophrenia. Are we to define 
It on the basis of the Clinical picture or the 
course of the illness? If Leonhard’s claims are 
Justified the diagnosis of the cycloid psychoses 
will help the Psychiatrist to givea more accurate 
Prognosis. This approach is also useful in re- 
search, Thus the psychological changes in the 
cycloid Psychoses can be correlated with 
Physiological and biochemical changes and 
the patient because he makes a complete re- 
covery can act as his own control. Apart from 
thisif we restrict Schizophrenia to irrecoverable 
non-organic mental illnesses then we may make 
Some progress in research asall investigators of 
Schizophrenia will be dealing with the 


Clinical material and prob 
hom 


same 
ably with a more 
genous group of patients. 


Whichever Concept of schizophrenia we use, 
J 


best minds of psychiatry for the last seventy 
years, on 
One final point. It is a mistake to look uP be 
manic-depressive illnesses, the cycloid p 
oses and schizophrenia as disease entities 
the sense that each has a common asilo. 
Several different clinical pictures can occu! as 
one variety of coarse brain disease, such ly 
Beneral paresis. It is therefore most unlike. 
that there is a one to one causal rc ationshiP 
between the psychiatric clinical picture an 
causative disorder. It may well be that wi o 
one physical disorder will almost always Pn 
duce the same clinical picture, another diso” 
will produce two or more clinical pictures sis 
put this another way, there is a multiple e 
of the psychoses. The possible state of al? 
is shown diagrammatically in Fig. 1. tiple 
If we accept the concept of the mu 


pile 
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N one of the psychoses it might be argued that 
ed careful descriptions ofthe different func- 
Bed psychiatric syndromes should. be re- 
oe as useless. If, however, we consider the 
DU opment of disease entities in medicine it 
We des obvious that this should not be done. 
tall that some disease entities, for example, 
and Pox and measles, began as syndromes 

Were subsequently found to be disease 
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entities, each with its specific cause. On the 
other hand syndromes, such as diabetes melli- 
tus, were finally shown not to have a common 
aetiologyand to be the result of several different 
disease processes. As it seems likely that the 
same state of affairs will be found to exist in the 
non-organic psychoses careful clinical descrip- 
tions of psychiatric syndromes cannot at 


present be cast aside. 
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A clinical approach to research in schizophrenia 


By THOMAS FREEMAN* 


íi ien paper I would like to describe the way 
worki ch I study schizophrenic psychoses while 
a as a clinical psychiatrist in a mental 
Wards th My approach is inevitably biased to- 
Desses € practical problems which these ill- 
Causes present and I am not preoccupied with 
Which Iam interested in looking for ways in 
differe: we can accurately differentiate the 
obtain - psychotic syndromes, how we can 
orm Criteria which will provide valid in- 
Pro: ation about immediate and long-term 
aes and finally, how we can devise 
m of estimating the effect of treatment. 
Piricis Psychiatrists are satisfied with the em- 
Our m which dominates so many aspects of 
in it Tactice, and yet, we have little alternative 
istin, absence of reliable indices which will 
Natu Buish syndromes, help to trace out their 
er Tal history, and assess the influence of 
Pd Even the long-term studies, which 
Tese: €: the most informative and impressive 
not arches in the field of schizophrenia, have 
Provided the long-awaited answers. Clinical 
o spomena designated as adverse by one group 
ic. Vestigators are considered of less impor- 
h by another group. 
Probles unsatisfactory results reflect t n 
na em which research faces in this fie 
mely the nature of the clinical phenomena. 
id Investigating psychiatrist is beset by two 
siens difficulties. First, the clinical data con 
jecti almost exclusively of the patient's su 
o Ve experiences. Here is a striking difference 
Whig the manifestations of physical disease 
ich are either palpable, visible or audible. 
in fee of observer error is much go tirn 
inta, € case of psychiatric phenomena. It is the 
ngible nature of the psychological material 
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which makes agreement among psychiatrists 
difficult. We are left with a situation where 
there is an absence of unanimity regarding the 
meaning of a clinical concept or syndrome. 
The second difficulty arises from the fact 
that the patient does not present hisexperiences 
directly, consistently or uniformly. They are 
present one day and not the next. They are 
revealed to one examiner and not to another. 
A variability also characterizes the behavioural 
and physical phenomena which may appear in 
schizophrenic illnesses. The presence of this 
intra-patient variability suggests that every 
atient requires to be studied intensively over 


an extended period if significant material is to 


emerge. 
It is sometimes forgotten that the schizo- 


phrenic patient exhibits more than psycho- 
logical data. He also presents disturbances of 
bodily function which are reflected in physical 
signs. The appearance and manner of expres- 
sion of these phenomena must not be over- 
looked if we wish to make ourclinical approach 
fully comprehensive. 

When patients are observed daily, it becomes 
clear that the variability of symptom and sign 
is a characteristic of schizophrenic psychoses, 
and when viewed over a period of time the 
pattern is remarkably consistent and some- 
times predictable. The phenomena which arise 
arethusnatural phenomena. Itis this fact which 
enables an investigator to overcome some of 
the problems to which I referred earlier. When 
patients are seen regularly there is no difficulty 
in recognizing the changes in the level of cogni- 
tive functioning, the phasic disturbances of 
consciousness which are betrayed by inatten- 
tion and distractibility, thinking expressed in 
the mode of the primary process (Freud, 1900) 
and ephemeral motor signs. It is not the lack 
of phenomena which impedes the advance of 


216 


knowledge but the lack of adequate and 
appropriate concepts which will be acceptable 
to clinicians and research workers. It has been 
found that those who employ a common and 
familiar conceptual framework rarely have 
difficulty in agreeing about the presence or 
significance of a specific clinical manifestation. 

I have found that the classical psycho- 
analytical theory offers a series of concepts 
which does full justice to the physical and 
mental manifestations which arise in the course 
of a schizophrenic psychosis. These concepts 
easily accommodate the characteristic varia- 
bility and the alternation between dissolution 
and re-integration of mental functions which 
occurs. Psychoanalysis has the Special virtue 
of directing our attention to the likelihood that 
these changes do not occur by change or as the 
result of physiological events only. It provides 
à special situation where the effect of another 


individual on the patient can be Observed and 
recorded. 


CASE STUDY 


To illustrate my method of investigation, 
I will now describe a patient suffering from 
catatonic schizophrenia. The patient Mr A., 
an unmarried man of 23, was admitted to 
hospital for the third time in November 1965. 
At this time, he had difficulty in carrying out 
simple acts. He assumed peculiar postures and 
occasionally collapsed limp on the floor. He 
Said he heard God’s voice and that he had a 
Special mission to undertake. During the two 
earlier periods of hospitalization, he had bene- 
fited from chemotherapy. 

The material which follows was obtained 
during a 10-week period of observation. The 
Patient was seen five or six times a week for 
Periods of 30 to 60 min. Daily reports were 
also compiled by the nursing staff. He was 
encouraged to express his th oughts and feelings 
and when he lapsed into silence he was stimu- 
lated by non-specific questioning. Interpreta- 
tive interventions were limited to what I con- 
sidered to be anxieties about the interview 
situation. For most of the time he was silent, 
Inattentive and unresponsive. He would begin 
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a sentence then stop in the middle in mu 
same way as when carrying out a pre ht 
He sat uncomfortably examining his "8 
hand and forearm. : 

The clinical data which follows is aH edi 
and condensed version ofall the material | 
appeared during the 10 weeks. The we dé 
editing was to highlight those aspects si 
patient's speech and behaviour which APP rd 
relevant to the overall symptomatology- sixth 
the time of admission to the end of the o 
week the patient was receiving 150 mg 
chlorpromazine daily. : 

A diinellaston A come to the ane 
Was soon apparent. I reminded him ofa i reta- 
master he disliked. He rejected my s m 
tion that he was reluctant to admit his Wisi 
me. Later that week he said he was 2 ash- 
by the telephone, the light switch and the was 
tray. He ignored the interpretation tha ana 
afraid of sitting alone in the room We y 
Mostly he sat with his head bowed, a out 0 
on occasions he would gaze vacantly that be 
the window. The nursing staff reported h 
was withdrawn and impossible to ro “ffi 
was unable to light a cigarette because 73 
culty getting a match from the Por could 
could not unwrap a sweet paper. hen he 
not write his name completely but T 
succeeded it was repeated continus t. ! 
showed catalepticsigns of the “waxy fle 
type. 


jew 


t 
«od out 9 
^ — ried O 

A neurological examination car reveale 


the end of the first week of observation ertonid 
postural persistence (catalepsy), 4 ByE and 2 
of the flexor muscles of the upper oe 
tonic reflex response from the biceps d to the 
The tonic reflex response, confine 1 found 
biceps muscles, is to be most striking Y hizo" 
in long-standing cases of lu cnp o y 
phrenia. Here the biceps muscle prog va 
shortens with successive blows of the a reli 
hammer. The presence of this sign tions 
tively early case raised a number oime in thi 
was this phenomena constantly P mental 
patient? Was it associated with spec! of clos? 
content? Did it arise within the context í mi 
human contact? With these thoughts 10 
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I decided to examine, periodically, the tone 
(I use this term in the clinical sense) of the 
Upper limb musculature and the form of the 
biceps tendon reflex response. I must empha- 
Size, at this point, that the patient was pre- 
Occupied with his right hand and arm prior to 
My interest in the function of the upper limbs. 
On the M onday of the second week, he was 
tense and unresponsive. During the brief 
examination his breathing was irregular and 
rapid. He looked very frightened. When asked 
Vhy he was afraid, he pointed to the tendon 
ammer and said ‘I’m afraid of medical things’. 
After a pause he added the one word ‘homo- 
Sexual’. T inquired what he meant by this, and 
€ replied ‘I’m afraid of perverting others’. 
© Was frightened he might touch me while I 
Was testing his biceps reflexes. Later, he added, 
i m frightened when you take it (the hammer) 
n your hand’, At the end of the interview his 
“tms, hands and fingers were rigidly flexed. 
ater in the same week he entered the room 
olding his right arm as if it were paralysed. 
© examined it intently without speaking. On 
at occasion no response at all could be 
; tained from the right biceps tendon whereas 
Ne left was present. 
obi nly on a few occasions was i ns 
fe ain the mental content which was © r 
*mporaneous with the appearence of the post 
ive and negative motor signs. I will now 
E cribe some of this material. During the 
hird week, he wanted to know if there was ar 
op erating theatre in the hospital— in case of 
accidents’, I asked him, ‘accidents 
€ replied he was frightened he mig 
Me. At the end of this meeting, the right 
reflex was absent although it had been pre 
at the beginning of the session. 
few days later, he expressed some new 
fears, He said, ‘Pm a homosexual—I'm 
frightened of real sex’. He then seized his right 
arm with his left hand. He went on: ‘It’s all too 
Much...1’m afraid of masturbating in the 
toilet, I'l go mad, I’ve got to control myself. 
Later that day he smashed a window. After 
this outburst he fell into a cataleptic state. 
About the sixth week he began to move 


t possible to 


to whom?’. 
ht punch 
biceps 
sent 
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about the ward and undertake simple tasks. 
Itwas against this background ofimprovement 
that the following phenomena emerged. At the 
session he seemed relaxed and friendly. He 
smiled inappropriately several times. He did 
notreply when I asked him why he was smiling. 
When I pressed him further he said: “It lowers 
a man to speak all his thoughts’. He looked 
angry and bent his head. At the end of the 
interview his arm and forearm muscles showed 
a hypertonia and persistence of posture. The 
nursing staff reported that he had relapsed 
into his previous state of inaccessibility. They 
noted that he was not using his right arm, 
which he held rigidly extended. 

In an attempt to bring about a symptomatic 
improvement the chlorpromazine was replaced 
by 5 mg. of Stelazine daily. Within a few days 
the motor symptoms had diminished and he 
was more at ease. He began to speak about 
homosexuality and his worries in this respect. 
He repeated that hard objects frightened him, 
pointing to the light switch, ash-tray and the 
tendon hammer. When I said that he was really 
afraid of me, hereplied :* Youreyesare hard. . . 
youcan be hypnotized by hard shiny objects. . . 
I can hypnotize myself...it can happen by 
accident.. . .’mhypnotized now. . . hypnotism 
is dangerous.. . .I might hit my head against 
the door, fall on the floor or throw myself out 
of the window. ...' I told him he was afraid 
that after hypnotizing him I would expose him 
to a terrifying ordeal. After this interpretation 
he told me that he had had a homosexual 
relationship with an older man from the age of 
16 until the age of 20. 

The improvement in verbal communication 
was not sustained. However, he was more 
active physically and able to work in the 
garden. As the following material illustrates, 
the slightest mental stress was sufficient to 
precipitate motor signs and negativism. He 
began an interview by asking some questions, 
thus demonstrating his identification with me. 
He soon fell silent. After quarter of an hour. 
he asked to leave as he had nothing to say, 
When I said that this was because he did not 
want to express some thoughts about me, he 
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replied, ‘I don't want to use dirty words’. It 
was my repeated questioning during the fifteen 
minutes that had been the cause of the thoughts. 
After this he was silent and withdrawn. He sat 
rigidly with his arm and fingers strongly flexed. 
At the end of the interview he had difficulty in 
getting out of the chair and it took some 
minutes before he could walk out of the room. 


Discussion 


The aim of intensive case studies is the 
collection of clinical data. It would, however, 
be mistaken to assume or insist that this is the 
only clinical method of studying schizophrenic 
patients. There are occasions when it is essen- 
tial to gather datain an organized manner and 
in a fashion that can easily accommodate a 
large patient population. I believe that in- 
tensive case study should have priority in clini- 
cal investigations, because it is the means 
whereby an exhaustive knowledge can be 


obtained of patients’ behaviour 


and symto- 
matology. 


When this information is obtained, simple 
tests, rating scales and questionnaires can be 
devised, in order to detect, in other patients, 
the phenomena observed during the intensive 
case study. Quite recently, we decided (Free- 
man & Gathercole, 1966) to study systemati- 
cally perseverative phenomena following on 


the repeated osbervation of this kind of 
material in the course of d 


of a few schizophrenic p 
battery was Constructed 
schizophrenic group an 
of patients suffering fr 
tion. The study reveale 
Severation is not ident 
functional states, Rep 
most common in schiz 
*faulty Switching’ pe 
quent in the organic 

The data obtained 


etailed investigations 
atients. A simple test 
and employed with a 
d a comparison group 
om cerebral degenera- 
d that the form of per- 
ical in the organic and 
etitive perseveration is 
ophrenic patients, while 
Tseveration is most fre- 
reactions. 

in the case of Mr A. has 
led a colleague and myself (Chapman & Free- 
man, 1966, unpublished) to undertake an 
assessment of the incidence of postural per- 
Sistence and the tonic reflex sign in a group of 
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schizophrenic patients in whom the pn» E 
been present for over two years. M 
limited neurological examination was | 
pleted the patients mental state was m: E 
and a diagnosis made in terms of one M 
schizophrenia subtypes. I examined -— 
patients and at a later date my colleagu | 
ducted an identical physical and m Th 
examination of thirty of these pannis d 
form of independent examination bee 
taken to reduce observer error and ee a 
subjective bias in the eliciting and record! 
the phenomena. n 
There was little agreement between wa 
we compared the results of our test p Y 
persistence. However, the opposite d case 
the tonic reflex response. In the fifteen oy 
in which I found this sign to be posce 
colleague had a similar finding in M 
—approximately 85 % agreement. He Mir 
two positive responses in the fifteen hi 
regarded as negative—otherwise we pn 
the remaining thirteen. When we € tients 
ascertain the diagnosis in the thirteen Pa 
where the tonic reflex test was posit! fou 
discovered that six were ais ae e aie 
hebephrenic-catatonic and three d the 
In the group in whom we failed to fell into 
tonic reflex response seven dep hebe- 
the paranoid subgroup, three into ubgrouP: 
phrenic and three into the catatonic du con- 
It is impossible to come to any s apart 
clusion on the basis of these m 5 
from confirming the presence of the this sig 
flex response. Interestingly enough oss diag” 
when it appeared, at times, cut pens eui vey 
nostic categories. This was a super w^ logic? 
when regarded from the psycho-pa be more 
point of view and it was not meant Si jike 
than a fact eliciting procedure. We W ts whic? 
to know more about the mental conten Mes 
are associated with the presence or Mer tef 
the tonic reflex response. We have pum en he 
one patient where the sign was aon when b° 
was in a quiescent state but ELA nd 
was subject to auditory hallucina 
fragmentary delusional ideas. riy that 
There is a suggestion from the su 
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the tonic reflex response is less likely to be 
Present where there are well-formed delusional 
ideas With a persecutory content. The question 
IS Whether this sign is more likely to be en- 
Countered in conjunction. with inattention, 
Severe cognitive dysfunction and other mani- 
festations which incline an examiner to make 
the diagnosis of hebephrenia or hebephrenia- 
Catatonia. The impression gained from two 
a examined in detail is that the motor sign 
Ses have this kind of psychological associa- 
tion. It could seem essential that all new cases, 
mus à diagnosis of schizophrenia is suspected, 
i» uld be examined in detail in order to ascer- 
ain the presence or absence of the motor sign 
and the quality of the mental contents. 

To return to the question of the individual 
“ase study I believe that it has the further ad- 
potes of providing an opportunity to witness 

ents which can be regarded as the stimuli 
Which lead to the expression of phenomena. In 
E * case of Mr A., four different forms of 

“vironmental stimuli were associated with 
Postura] persistence, reflex signs and inaccesst- 
llity. First was close contact with me during 

Ysical examination, the second was an Qui 
& "st of violence, and the third was the verbal 

Pression of anger, the fourth, the demand 
OF thoughts in words. It should be possible to 
: Stermine systematically, whether or not these 

timuli are productive of the same manifesta- 
tons in suitable subjects. h 
th hen a patient is only seen once or twice, 
© results of testing may be misleading. It is 
essential that knowledge is available about the 

atient’s mental state at the time. A case e 
Point is provided by a patient who was sub- 
J€cted to a series of simple tests and asked a 
umber of questions about his physical and 
Mental health. By chance, a nurse left me a 
Note the next day. It read: «Mr B. told me 
during the evening that while you Wo TR 


nce: i came 
Viewing him, he went into a dream and be 


ikea statue and all his muscles went rigid. This 
d him with ques- 


Was because you bombarde E 
tions. It would appear that heisvery suspicious 
and suspects that you have an ulterior motive 
in questioning him.’ This information should 
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have become available during a detailed case 
study. It would have indicated a possible stimu- 
lus for the positive test result, thus raising the 
possibility that the response might have been 
absent in less stressful circumstances. 

As long as intensive case studies are under- 
taken, it will be impossible to ignore the multi- 
tude of intra and extra-patient variables which 
operate prior to the emergence of a clinical 

henomenon. Unfortunately this method can- 
not exactly define these variables, nor can it 
render them sensitive to control. Nevertheless, 
constant efforts must be made in both these 
directions. In this respect it is necessary that 
the emerging data should remain untouched 
by the observer's preconceptions of what may 
be going on in the patient's mind. Thereis more 
than ample room for observer phantasy during 
an interview with a withdrawn schizophrenic 
patient. Interpretative intervention should be 
reduced to a minimum and complicated inter- 
pretations of unconscious phantasy avoided 
As long as more than one interpretation 
exists for identical clinical material, it is 
essential to give precedence to the identifica- 
tion and description of phenomena and rele- 
gate complex interpretations to a secondary 
position. 

The intensive study of schizophrenic patients 
reveals that there are few signs and symptoms 
which do not ultimately turn out to have the 
closest ties with pre-conscious or unconscious 
contents.This was the case with Mr A.’s pseudo- 
paralysis of the right arm. Here the cataleptic 
phenomena and the hypertonia could be inter- 

retated as a means of self immobilization, 
whereby those near to him would be protected 
from his own feared violence and sexuality. 
Without the use of his right arm he could 
not strike out, masturbate or touch another 
man with sexual intent. This interpretation 
was never made to Mr A. 

Similar considerations apply, for example, 
to repetitive perseveration. The fact that this 
sign often accompanies structural brain disease 
(Luria, 1965) does not mean that it is wholly 
organic in nature when it appears in schizo- 
phrenia. Sometimes it is the mode of expression 


280 


of repressed libidinal and aggressive drives. 
Unfortunately, the elucidation of the asso- 
ciated phantasy content is not always possible. 
Examination of the Physical signs and be- 
havioural manifestationsin the schizophrenias, 
shows how difficult it is to extricate and dis- 
entangle the psychological from the somatic 
contribution to any single phenomenon. Per- 
haps this is because of the extensive psycho- 
logical and neurological disorganization which 
takes place in certain cases of Schizophrenia. 
The regressive concept can only take us so far 
and then not beyond the Psychological. Mr A's 
inattention, his occasional distractibility and 
the perseveration can be legitimately regarded 
as products of regression (Glover, 1949), while 
the reflex signs and the catalepsy, the result of 
neurological dysfunction, It seems reasonable 
to assume, with Schilder (1928), that these 


dysfunctions are rapidly exploited to express 
unconscious mental conflicts, 
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At the outset I said that my interest e 
search was directed to the practical pro daily 
Which the clinician encounters in um 
practice. We must pursue those pine. 
and inquiries which will lead to a Pre elieve 
refinement of our clinical method. ide the 
that intensive case studies will ae time 
bridge-head for this necessary gavn ob- 
we may be able to enunciate a 2 full cog 
jective statement which wguld ta picts ear 
nisance ofthe patient's mental state, mptoms 
conflicts as well as his behaviour, Poi 
and bodily manifestations, ahi ae i 
demonstrating their inter-relations rse of the 
this in hand, we could follow the me yourable 
illness and in retrospect identify the pig This 
as well as the adverse prognostic x. help US 
knowledge would, in certain case ns which 
towards treatment recommendatio enduring 
would lead to a speedier and more 
recovery. 
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Psychological studies of schizophrenia 


By ANDREW McGHIE* 


con disorder. This term was first used by 
shiro Cameron (1938) to describe the 
cones Phrenic patient's inability to preserve 
dei PTa boundaries, with a resulting ten" 
aj. lor his thinking to be diffuse and over- 
en With irrelevancies. In a factor-analytical 


Stüdy | 
Udy of the performance of schizophrenic and 


(1960) Psychiatric groups Payne & Hewlett 
of later demonstrated that the factor 
Sc E Verinclusive thinking was specific to 
ea, phrenic patients. Overinclusiveness, aS 
Sured by Payne was not, however, found 
Phre e feature of the performance ofall schizo- 
ein nic patients, roughly 50 % of such patients 
inch markedly retarded rather than over- 
ard Sive in their thinking. Psychomotor Tê- 
be was found to be a characteristic 
e Ure of the performance of patients with a 
Pressive psychosis and of those schizo- 
pene patients who were not overinclusive. 
ore à small battery of three tests yielding à 
Mbined score of the overinclusive factor 
o and his colleagues later suggested ER 
am Dude thinking was more typical o i 
disc Phase of the illness and was clinica y 
Hin d with the presence of delusiona 
plo king (Payne, Caird & Laverty, 1964). = 
inia Payne’s three-test battery of m 
9 sion’ we (McGhie, Chapman & Lawson, 
64) found that the scores obtained could not 
S ai to other measures of * ayerincli 
s, lencies, Tt might be argued of course tha 
‘ch findings merely underline the absence of 
p, Director, Department of Psychology, Royal 
che ee Liff Hospital, Dundee. Lecturer 1n Psy- 
ctu to Department of Psychiatry, University 
t Andrews. 


a precise operational definition of the concept 
of overinclusion. Of more import was the 
further finding that the tests did not distinguish 
the schizophrenic patients from patients in all 
other diagnostic categories, and finally, that 
the three tests did not yield any significant 
intercorrelations. Hawks (1964), in a more 
systematic replication of Payne's work, also 
failed to find any significant correlations among 
Payne's three tests concluding that there was 
no evidence that they were measuring the same 
factor. 

An entirely different approach to the assess- 
ment of schizophrenic thought disorder has 
been developed by Bannister in his application 
of Kelly’s (1955) Repertory Grid technique to 
cognitive disorder. The underlying theory upon 
which the technique is based argues that each 
individual's experiences cause him to develop 
a personal complex of interrelated concepts or 
constructs which subsequently determine his 
cognitive attitude to any new situation. Thus, 
if our construct of reliable-unreliable is inter- 
linked with other constructs such as punctual, 
trustworthy, loyal, honest and affectionate, 
then such relationships will cause us to assume 
certain expectations of a person construed by 
us as reliable. Bannister's (1960, 1962) initial 
hypothesis is that schizophrenic thought dis- 
order is a direct result of a process of serial 
invalidation by which construct systems are 
continually invalidated as the expectations 
they generate are not fulfilled. To take an 
illustration, we might normally link together 
such constructs, as loving, kind, sincere, affec- 
tionate, reliable, in our relationships with 
others. If, however, experience invalidates such 
inter-relationships (that is people do not be- 
have according to such predictions) this would 
lead to a loosening and weakening of relation- 
ships between such constructs. Repeated in- 
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validation of this form leads to a general 
weakening and general loosening of the sub- 
ject's conceptual structure with an inability to 
anticipate events, and thus to a general break- 
down in the individual's responses to his 
environment. Weakened conceptual structure 
is defined in Bannister's Repertory Grid test 
as a loss of the substantial correlations be- 
tween concepts in use which are apparent in 
the normal integrated personality. Although 
Bannister's view of the loosening in conceptual 
structure in schizophrenia has much in com- 
mon with Payne's concept of overinclusion the 
Repertory Grid test does offer a method of 
assessing not only the form but also the content 
of the individual patient's thinking. Another 
difference between Bannister's approach and 
that of most other attempts to measure thought 
disorder is that Bannister'sadherenceto Kelly’s 
Construct theory of personality leads him to 
make implicit assumptions about the aetiology 
of schizophrenic thinking. Schizophrenic think- 
ing is here seen to emanate from the patient’s 
past interpersonal experiences, particularly 
within the early family group. In speculating 

on the genesis of the schizophrenic’s disturbed 

thinking Bannister (1965) refers to predomi- 

nantly psychogenic theories such as Bateson’s 

' double-bind* (1964), Lidz's *teaching of dis- 

TOME meaning' and Laing's* family mystifica- 

vua Do. rad of the current 

the nuclear form ane i p i ond pon 

rather than a fu = i P anorgamo 

pa A nctional disorder, it would be 

8 to see the results of applying Ban- 


EE 2 
Dister's technique to patients with a known 
organic dementia. 


In an earlier discus 


sion of hi i 
Satine S own studies 


2 suggested that the type of 
disorder denoted by the En ate 
may, in fact, be a disorder in the process of 
selective attention. He postulated that the 
Primary failure occurred in the hypothetical 
filter mechanism which normally ensures that 
only stimuli relevant to the task enter con- 
sciousness and are processed. This view, that 
schizophrenic thou ght disorder may be one of 
many secondary consequences of a basic dis- 
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turbance in the initial phase of selective atten- 
tion, has beenadvanced by many other workers. 
Schilder (1951) refers to the schizophrenic 
patient's inability to pursue the ‘determinative 
idea’ in so far as he is constantly at the mercy 
of ideas subsidiary to the main stream of his 
thinking. In Arieti’s (1955) apt phrase TO 
{schizophrenic) patient strikes not at the bull’s 
eye but at the periphery of the target’. Wecko- 
wicz & Blewett (1959) interpreted the changes 
in perceptual constancy demonstrated 19 
schizophrenic patients as being due to theif 
‘inability to attend selectively or to select 
relevant information’. Venables & Wing (1962) 
and Venables (1963) speak of ‘a broadened 
level of attention which causes the patient to 
be overloaded by sensory impressions from 
his environment’. In summarizing his imp!°5- 
sions gathered over many years of experi- 
mental studies of schizophrenic patients 
Shakow (1962) concluded ‘it is as if in the 
scanning process which takes place before the 
response to a stimulus is made the schizo” 
phrenicis unable to select out material relevant 
for optimal response. A number of clini 
studies of young schizophrenic patients Hayy 
arrived at a similar conclusion regarding a 
schizophrenic patient's vulnerability to p 
levant stimuli. McGhie & Chapman d 
found that, when young schizophrenic pared 
were asked to describe their earliest sympto f 
the reports denoted a subjective awareness y: 
their inability to control attention. woe 
Freeman (1965) and Chapman (1966). ical 
made similar points in more detailed din 
surveys of schizophrenic patients. _ 
There would thus seem to be a fair m^". 
of agreement that schizophrenic patients * 
pathologically distractible in that they ^ 
able to successfully screen out data irrelev? f 
to the task in hand. Within this general B E 
agreement, however, there is much disa 
ment on specific issues regarding the nature de 
this distractibility. Most workers have 102 
the point that the disorder in selective attenti? 
dpi deri all patients who p p 
schizophrenic © 9f schizophrenia. d : 
Patients are distractible 


r meast? 


€ 
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further question arises as to whether this is 
true in all situations with all types of stimuli 
and at all times. The purpose of some recent 
Psychological studies of schizophrenia is to 
fractionate’ the rather loose concept of dis- 
tractibility and to examine in a more careful 
manner its constituent parts. The experimental 
Studies of Dr Venables and his colleagues 
relating the schizophrenic deficit to changes in 
Arousa] level represent one such direction of 
research of which we shall be hearing more 
uring this symposium. We have, in our own 
Work, attempted to follow up information 
ud from our earlier clinical studies of 
JZophrenic patients in a number of experi- 
mental studies of the effect of distraction on 
© schizophrenic performance. I should like, 
aia to briefly summarize the findings of 
Me of these studies which have been com- 
Pleted to date, 
ti Si the psychomotor performance of psycho- 
Patients has been fairly fully investigated by 
B. umber of previous workers we began by 
o pong to assess the effects of auditory and 
Sch distraction on the performance of 
m Zophrenic patients in a variety of psycho- 
otor tasks. These studies (Chapman & 
ee 1962; McGhie, Chapman & Lawson, 
ps 5) demonstrated that although the basic 
Pay omotor performance of all psychotic 
lit oe was poor, distraction in either moda- 
t T ad very little effect on the performance of 
Ve Schizophrenic patients. This was true, how- 
e 5 only where the psychomotor tests used 
et asimple motor response to predictable 
qe uli (e.g. tapping test). Where the task 
^ "onstrated a motor response to a variable 
.* Uncertain signal (e.g. signal tracking test) 
Straction did have a considerable effect on 
n Schizophrenic patient's performance. We 
Ncluded from these investigations that the 
*ychomotor performance of schizophrenic 
Patients was affected by distraction only where 
© task involved some degree of uncertainty 
th decision making, and particularly where 
© patient was not able to give an immediate 
SPonse so that the task involved short-term 
“ntion, To investigate this latter suggestion 


ens 
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further we carried out a number of studies in 
which the influence of distraction on the short- 
term retention was examined more directly. 
An earlier study (Chapman & McGhie, 1962) 
indicated that schizophrenic patients had con- 
siderable difficulty if asked to process informa- 
tion from more than one sensory modality at 
the same time. The findings of later studies 
(McGhie, Chapman & Lawson, 1965a, Law- 
son, McGhie & Chapman, 1966) indicated 
that the effect of distraction on the short-term 
retention of schizophrenic patients depended 
greatly on the nature of the task, particularly 
the sensory modality in which the information 
was presented. In a variety of tasks, each in- 
volving the perception and immediate recall 
of sequences of auditory information schizo- 
phrenic patients compared favourably with 
other patients and with normal control sub- 
jects. In equivalent tasks involving the short- 
term retention of visual information the schizo- 
phrenic group performed very poorly com- 
pared with the controls. When distracting 
stimuli were introduced into the situation this 
had a pronounced effect on the performance 
of the schizophrenic patients on the auditory 
tasks but little observable effect on their per- 
formance on visual tasks. In sum, then it 
appeared that schizophrenic patients are at 
a disadvantage when asked to simultaneously 
assimilate material in more than one modality. 
In tasks demanding the processing of data in 
only one modality the schizophrenic patient 
copes much better in the auditory as compared 
with the visual modality. However, any type of 
distraction exerts a marked effect on the 
patient’s performance on auditory tasks. 
Many of the schizophrenic patients who 
were included in these studies commented on 
their difficulties in expressing their thoughts 
in em and in comprehending the Speech of 
others in conversation. inati 
of such reports eae ee 
ifficulties 
arose, not from the patient’s inability to deal 
with individual words, but from an inabilit 
to perceive these words in meaningful d 
Ship to each other as part of an organized 
pattern. Studies of normal Speech (Miller, 
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1963; Goldman-Eisler, 1961) suggest that 
speech is usually assimilated in phrase units 
of three or four words. Listening to speech is 
basically a matter of making decisions about 
what has been said and our ability to organize 
incoming speech into small phrase units 
ensures that the decision rate is reduced to 
a comfortable level well within 
for processing information (approximately 
one decision per second). In a number of 
studies of speech comprehension in schizo- 
phrenic patients we are able to demonstrate 
a deficit in their ability to utilize the transi- 
tional bonds between words Which normally 
allow us to perceive the passage of speech as 
an organized whole (Lawson, McGhie & 
Chapman, 1964; Lawson, 1965). Instead of 
processing speech in phrases they appear to 
process separately each single word ina passage 
thus putting themselves in the impossible posi- 
tion of having to make Speech decisions about 
what is being said at the rate of three to four 
decisions per second. We have found that if 
we take a measure of this * de-patterning’ effect 
in schizophrenic speech comprehension and 
relate this to our measure of distractibility the 
twotendto be significantly correlated. Current- 
ly we are investigating methods of examining 
the difficulties in Speech production shown by 
Some schizophrenic patients by analysing the 
ability of a patient to transfer thought into 
speech in terms of “phrase decisions’, 

At this stage I should like to pause briefly to 
Suggest a crude conceptual model which may 
Serve to bring together the diverse findings of 
our own and other investigations, 

Studies of early development indicate that 
the first stages of life are characterized bya 
primitive, undifferentiated state of conscious- 
ness in which there is no distinction between 
the self and the environment. Differentiated 
ego development proceeds as the infant learns, 
not only to discriminate between different en- 
vironmental stimuli, but also to select and 
organize the incoming flow of sensory stimuli. 
For this development to take place we must 
Postulate an internal mechanism which allows 
the organism to select from the diffuse sensory 


our capacity 
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1g fune 
input the information necessary for -— E 
tion effectively. A similar type of vs such ss 
has been postulated by Li om i studies 
Broadbent (1958) who are intereste pote 
of the human communication process ee 
bent’s model of the human attentive a capa- 
that of a decision channel with a a over” 
city for handling information. In or ion is pe" 
come this limitation a filter v. € the 
formed at the input level, thus al formation 
individual to select and process ps to avoi 
in such a way, and at such ei with it. 
overloading his limited capacity to informa- 
It has been demonstrated that bara E 
tionis presented ata rate above the E formance? 
capacity for dealing with it p izophreni 
breaks down. Studies of the sc suffer fro 
patient indicate that these panen e veld 

a marked inability to attend se levant ii 
stimuli in such a way that only in dealing 
formation is processed. If they a onding f? 
with a situation which requires MESE is 
simple predictable stimuli eaer Jess 
likely and the patient’s deficit uires the 
evident. If, however, the task P üinvolvi? 
patient to deal with a range Um selectiv? 
more complex decisions the vac e que? 
attention leads to overloading an cuggesti© 
breakdown of performance. The izephrenie 
that the performance of the € isually Pre 
patient is particularly poor when sed mi ht 
sented information is being Seine ; 
be explained by recent findings (Sper! sually 1% 
Conrad, 1964) that visual data are y pefo 
coded into the auditory modality sto i 
storage. This recoding process appen over” 
pose a further strain on the already presi? 
burdened capacities of the "pm " 
patient. What we have referred to as tion 
patterning effect in the speech percep be eX 
some schizophrenic patients might also i 
plained within the context of this model as 
though the accurate perception of e tof 
requires the processing of a great amou io 
information the load on short-term rete” ae 
is normally reduced by our automatic tenden, 
to organize the incoming data into speech U by 
such as phrases. We are also aided here 


t 
p E the transitional bonds in normal 
re ee ie which render many words 
to be less x schizophrenic patient appears 
in comin efficient in his ability to organize the 
And tos a verbal stimuli in an economical way 
€ is Án outthe redundant words. Whether 
eal Mer" overcome these disabilities and 
Will depe ind with verbal communications 
Verbal dum on such factors as the rate at which 
informati a are presented and the amount of 

fter Pee Which they contain. 

ion it is € foregoing flight into conceptualiza- 
Selves au haps salutory that we bring our- 
Question Wn to earth again by raising the 
Pyscholo 2» to whether the findings of such 
application t studies have a more practical 
Tenia, n to the clinical problem of schizo- 
igen Suggest that such experimentally 
findings may be usefully applied in two 


Main q; 4 ; 
^^ lio directions, one relating to the classifica- 


| " 
Person Schizophrenia, the other to inter- 

a : : : 

Patient, contact with the schizophrenic 


Weare ; Many clinicians would now agree that 
°Xplain nlikely to find a single causal factor to 
in the ‘the wide range of symptoms contained 
Schizo asp diagnostic category of 
likely r hrenia. Aetiological studies are un- 
baseq © be productive unless they are firmly 
9f cli on a more adequate and reliable system 
sty q Pical classification. In their comparative 
Slater g c izophrenia and epileptic psychoses 
hreni Beard (1963) suggest that, with schizo- 
Stage a, we might now be approaching the 
go at Classification reached half a century 
Tae epilepsy in the crude division into the 
ertai E and symptomatic forms. It gaua 
classifi y appear that, of the many and varie 
nged T systems of schizophrenia ad- 
of ap, CDS which has attained a fair measure 
"rue eet is that which separates out à 
Close] ar” form of the psychosis corresponding 
Sely in symptomatology to Kraepelins 


Orio; 
Eel concept of dementia praecox. Another 
be foun 


relat EpEO 
in guvely stable clinical category is to 
ne deluded butnon-demented paranoid sub- 
P whose distinctive pattern of symptoms 
Ould encourage some clinicians to isolate as 4 
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separate psychosis outside of the schizo- 
phrenias. Others would regard the longitudinal 
division into the acute and chronic categories 
as an important variable in classification due 
to apparent differences in the clinical picture 
between these two phases of the illness. If the 
application of experimental psychology can 
aid this process of clinical delineation by the 
reliable assessment of changes in mental 
functions occurring in different forms of the 
psychosis, its efforts would be more than 
justified. In our own studies of distractibility 
it has been consistently clear that all our 


picture had, i 
attention on one of a number of competing 


stimuli. Indeed, the paranoid patients were on 
most tests Jess distractible than our normal 
controls. This contrast in performance of the 
two subgroups has been reported by many 
other workers. Shakow (1963) reports that, in 
a large number of varied experiments, ‘the 
paranoid and hebephrenic subject scores fell 
on either side of the normals’. It might be 
argued, however, that difference between these 
two categories may be confounded by the 
acute-chronic dichotomy, in so far as the 
hebephrenic patient would be expected to show 
a longer duration of illness. In the case of our 
own findings we could find no significant rela- 
tionship between the hebephrenic-paranoid 
and acute-chronic dichotomies. Furthermore 
we found that chronic patients tended to per- 
form equally badly, as compared with acutely 
ill patients, on the distraction tests. Indeed, the 
main difference between the acutely em oe 
chronically ill patients was seen in the patient’s 
affective reaction to changes in selective ci 
tion, the former showing, at least initiall 
positive fascination in his altered dapi, 
In describing similar differences in the test per- 
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formances of different schizophrenic patients 
Shakow (1962) uses the vivid analogy of a 
person walking through a wood: ‘If he is of 
the paranoid persuasion he Sticks even more 
closely than the normal person to the path 
through the forest, examining eac 
the path, and sometimes even 
leaves, with meticulous care. . 
extreme, he follows the he 
then he acts as thou 


h tree along 
each tree's 
-if, at the other 
bephrenic pattern, 
£h there were no paths, for 
he strays off the obvious one entirely;...he is 
attracted... by any and all trees and even the 
undergrowth and floor of the forest, ina super- 
ficial, flitting Way, apparently forgetting in the 
meantime about the place he wants to getto... 
My impression is that the acute patient in the 
same forest undergoes a multitude of thrilling 
New experiences reacting highly affectively, for 
instance, to new and unusual patterns of li ght 


on the leaves, or to novel and subtle patterns of 
form in the branches,’ 


In considerin 
phrenia some 
1964; Chapma 
the re: 


£ the various types of schizo- 
psychiatrists (e.g. Batchelor, 
n, 1966) have commented upon 
semblance between the nuclear or hebe- 
Phrenic type and an organic dementia. With 
this suggestion in mind we recently repeated 
much of our Previous work with matched 
groups of schizophrenic patients, non-schizo- 
phrenic psychotic patients, normal controls 
and with a Broup of patients with an arterio- 
sclerotic dementia, This study demonstrated 
a clear affinity in performance between the 
hebephrenic patients and those with a known 
Organic dementia. The Correspondence be- 
tween these two &roups on distraction tests 
has already been Teported by other workers 
(Feinberg & Mercer, 1960; Weckowicz, 1960). 

Our own experimental findings were initially 
derived from intensive clinical observation of 
schizophrenic patients in a therapeutic situa- 
tion. (Freeman, Cameron & McGhie, 1958; 
Chapman, Freeman & McGhie, 1959; McGhie 
& Chapman, 1961). It would therefore be satis- 
fying and appropriate to consider whether it is 
possible to feed-back the information obtained 
inthe experimental studies to the clinical hand- 
ling of the Schizophrenic patient. It appears to 


A. McGHIE 


ic patients 
us that many of the achizep hoot a 
psychological reactions to his pon bresk 
social environment are secondary hich pro 
down in his cognitive functions v 
gressively alienates him from pst 
We have presented evidence wi an 
that the schizophrenic patient 1s iri 
vulnerable to distraction by Mec 
stimuli. It would also appear that informati 
cular difficulty in integrating ry channels 
simulteneonslyitomdierent senna has? 
The patient's deficit in selective à ory and this 
direct effect on his immediate ec of the PI" 
would appear to be a primary pats which I5 
nounced difficulty in communica’ nic pa i 
so characteristic of the sohizophrer downs the 
As a result of the primary ee pers d 
patient, when listening to ensis with. r 
speaking, has to attend conscio ation asii 
liberation to each unit oniniorm ii to assim 
presented. Because of the time ta equences 
late information in this way, i difmcult f? 
verbal information are particularly 

i ope with. e aC 

«e zs probable, therefore, that th any 


norma 
menta 
par tl- 


avin 

environmental conditions Seid eatis 
particular time will have a P patolog M 
on the patient's current sympto nts have E. 
behaviour. From what our poeni situatio” 
us and from their behaviour in a iy to b 
it would seem that they are ER ^ 
disadvantage in large, noisy es re their seni 
is much irregular activity and w ig ym" 
are being bombarded simultaneo s, symptom 
ple stimuli. In these circumstance AL of aM 
such as hallucinations, SGH ‘enn id 
tonic behaviour, appear more like abe gin ; 

It is perhaps a truism to say that, ic patie” 4 
vidual treatment of the schizophren tier t 
one of the main aims is to establish be À fi i 
munication with him, It has been argu curre? 
that a better understanding of the int 
transference relationship and ond an " 
personal factors will facilitate this an ual 8? 
animprovementin the patient's percept i NT 
cognitive performance, While this may Y w 
we would argue that the reverse is equa’ „gi? 
portant, in that an understanding of the 


EE NNN TT: 
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the c Ptual and cognitive difficulties with which 
Si rarene patient is faced leads to an 
acilitat ment of better communication and 
ship bn the development of a good relation- 
many des therapist. We have found that 
Withdra MZophrenic patients who are initially 
Coura ii and uncommunicative are en- 
oM to speak more freely and to relate 
eir as more easily to the interviewer by 
hey es ization that the basic difficulties which 
Stood oo are appreciated and under- 
Specific E more detailed consideration of the 
Municati Ognitive factors influencing the com- 
Tenic on process with individual schizo- 
Chapm patients has been made elsewhere 
en & McGhie, 1963; Chapman, 1966). 
Of the h already underlined the fact that most 
igi; o eses assessed in our experimental 
logica] Cin generated by the phenomeno- 
Nees $i €scriptions of schizophrenic experi- 
tmight re to us by the patients themselves. 
be reasonably argued that 1t was not 


Necessar f l no 
Y for us to step out of this purely clini- 
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cal framework in so far as most of our sub- 
sequent findings could well have been arrived 
at by more painstaking clinical observations 
of individual patients. Indeed, our proposed 
*model' of the schizophrenic deficiency in 
selective attention and short-term storage 
might well be restated in the idiom of ego 
psychology. There is no built-in advantage 
with the experimental approach which renders 
its findings more reliable or more valid than 
systematically gathered clinical observations. 
However, unfortunately, clinical data are not 
always collected in a controlled systematic 
manner. This is equally true of the approach 
which we have utilized, its main merit being 
that it does provide some safeguard against 
over-enthusiastic speculation. Ideally, these 
two approaches should complement each 
other, clinical observations suggesting the 
lines of future experimental investigation and 
the findings of such studies in turn helping to 
modify the clinical approach to the schizo- 


phrenic patient. 
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Psychophysiological aspects of schizophrenia 


By P. H. VENABLES* 


The last few years have seen a growing uni- 
Cation of ideas about the mechanisms which 
ier rite to schizophrenic behaviour in those 
ven of psychology where physiological 
h lons are used either explicitly by taking 
p Ysiological measures or implicitly by the 
5e of constructs like drive or arousal. In 1944, 
«nt & Cofer, in their now classic review of 
Psychological deficit’, hardly made any use 
Motivational or drive constructs in their 
“mulation, In 1965, Buss & Lang, writing to 
o , Tate the coming of age of the term psycho- 
ti deficit, were able to make use in 
ar ter of data in which notions of drive an 
Tel Were of prime importance. - 
Oth 9 try and trace the reasons for this change 
€r than in terms of the sheer increase in 
ca Of work on schizophrenia is not simple. 
le arly on the one hand we should acknow- 
fo E the influence of Hull and his successors 
the reinforcement of the value of drive as 
relevant factor in the determination of be- 
oe Secondly, we should perhaps pay oe 
n Pects to the development of the oncepi 
of iab Which while based on the earlier ic cas 
eno uffy (1951) and Freeman (1948), gaine: 
M mous impetus with the experiment © 
te SEN & Magoun (1949), and with the in- 
ecration of neurophysiological data Te 
font psychological coinage by Lindsley 
51), Hebb (1955) and Malmo (1959). 
en years ago Brackbill (1956) in attempting 
"eview work on ‘brain dysfunction in schizo- 
Tenia’ said: ‘It is widely accepted that the 
OUP now labelled “schizophrenic” 15 2 
lerogeneous one, often with little similarity 
© Ong its members. One of the reasons for the 
“nflicting research findings could well be this 
“terogeneity. . . Therefore it appears that one 
è Department of Psychology, Birkbeck College, 
niversity of London. 
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of the first steps in clarifying the problem of 
research inschizophrenia is to work out a more 
effective classification scheme.’ It is now in- 
creasingly recognized that it is no longer legiti- 
mate just to perform studies on schizophrenics 
asa whole, but that within the total group there 
are subgroups with very different charac- 
teristics. This recognition has led to the ad- 
vances in knowledge of the disease which are 
ossible to see in the literature of today. 

The subclassifications which appear at the 
moment to be most worthwhile from the point 
of view of research are probably not indepen- 
dent, and therefore do not accord with the 
ideal requirements for a classificatory scheme. 
Nevertheless, they provide a framework on 
which to arrange present data and from which 
a better position may be reached by a process 
of successive approximation. 

If his other three subclasses of schizophrenia 
do not continue to give such good service, 
Kraepelin's classification of paranoid schizo- 
phrenia remains valuable. On the whole the 
concensus of opinion is that paranoid patients 
may usefully be distinguished from patients in 
all other subcategories. Shakow (1962), for 
instance, says ‘thus of the 58 measurements 
which we have made of a wide range of psycho- 
logical functions on groups of normal, para- 
noid and hebephrenic* subjects we found the 
paranoid to benearer the normal in 31 instances 
and the hebephrenic in only 7 instances. In 
twenty instances, however, the paranoid and 
hebephrenic fell on either side of normal.’ 
Foulds & Owen (1963) push the consideration 
somewhat further by the title of their paper 
‘Are paranoids schizophrenic?’ The answer 
to which seems to be possibly some but 
not all. 

* Shakow appears to use ‘hebephrenic’ in this 
context in the sense of ‘non-paranoid’, 
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Another division of the total schizophrenic 
group which has probably done more to create 
a clearer picture in present research is the divi- 
sion of patients into acute and chronic cate- 
gories. A division often used, at two years stay 
in hospital is based on statistical findings re- 
viewed by Brown (1960) showing that there is 
markedly less chance of recovery after a con- 
tinuous stay in hospital of two years than in 
patients who leave before that time. While no 
doubt this point of division, because of its 
arbitrary nature obscures some of the finer 
considerations that undoubtedly Ought to be 
borne in mind, it does, nevertheless, form a 


useful heuristic device until replaced by some- 
thing more useful. 


been shown 
F riedman, 
Solomon & 


(Johannsen, 
Leitschuh & Ammons, 1963; 
Zlotowski, 1964) are allied to 


generally made by measurement of the degree 


of psychosexual maturity before admission to 
hospital. 
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e 
diagnostic ground itis possible with — 
of success to look more closely at the P m 
state of psycho-physiological work e nhid 
phrenia. There are three types of study pysio- 
are worthwhileexamining. First, we p 
logical studies provide indices of cor s 
autonomic functioning; secondly, pein ci 
investigations can give implied SUE ene 
about schizophrenic mechanisms by T p 
to more directly controllable studies i. learn 
subjects or on animals. Finally, we f schizo- 
much from examining the reactions d sites 
phrenics to drugs whose functions an re thos? 
action are established. Most valuable E these 
experiments where more than one d in the 
fields of investigation are combine 
same study. ; «ot is the 

Bedevilling all studies in this P E 
need to take into account the um f, as 
reaction to the experimental situati es art 
Seems to be the case, some schizophr normal 
more reactive to external stimuli Ey. i 
persons, studies which purport ia habitu" 
baseline levels need to allow extensia navel 
tion of the patient to the eres | ma 
and the experimenter before valid r force thls 
be obtained. Lang & Buss (1965) d need? 
point by suggesting that studies = 5 is tele” 
where the physiological informati roce? 
metered from the patients while he bs bigh 
with his usual routine. An campi worki 
lights the difficulty of experimenta a 1961) 
this field is the findings of TE renics 
that paranoid, non-paranoid schiz Pi 0g 
and normals behave differently AE 
the presence, or absence, of the exp teste 
in the room when the subject is being culti 

Because of these methodological di inan} 
and the practical problems encountere erfect 
experimental work with patients, the sio? 
experiment is not possible, and any co ust Ue 
about schizophrenic mechanisms ™ im 
based on the combined evidence of many sti 
perfect studies, all of which point in subs 
ally the same direction, i of 

A starting-point is Provided by two 5€ nce 
data which give Psychophysiological ende ies 
on schizophrenic state. These are EEG stu 
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m one hand and pharmacological experi- 
in s on the other. Davis & Davis (1939), 
(19351: Fitzpatrick & Solomon (1939), Davis 
‘ch ) and Hill (1957) all report more fast or 
9Ppy' EEG records from a schizophrenic 
that io à normal population. Hill suggests 
*pres e fast or ‘choppy’ record indicates the 
activation of intense continuous and abnormal 
iim a of the cortex by subcortical mecha- 
pep A conclusion which is supported by 
he (1 942). Jasper er al. used a measure of 
De este degree of contact with the en- 
Ui niter and showed that patients in good 
plitude exhibited a larger amount of high am- 
às bei © activity than those who were assessed 
atr Ing out of contact who showed a relatively 
‘cord. A corrected contingency coefficient 
58 was reported between categories of 
act with the environment and amplitude 
ficati > activity. Using Kraepelin’s subclassi- 
eataton? it was reported that hebephrenics and 
Mans nics showed low-amplitude EEG’s while 
actin Oid Patients exhibited moderate to high 
vity in the band of frequencies below 
he sec. Thus it would appear that the 
fi eee patient who is most withdrawn 
ign Teality is the patient who gives EEG 
Swhich indicate that he is the most aroused. 
he other cluster of evidence which became 
e lable at about the same time was that on 
$m effect of sedative or similar drugs upon 
Ong ey changes in the state of the patient. 
that of the first of the studies to be reported was 
Of Lindemann (1932) who found that under 
thie, ™ amytal chronic schizophrenics honn 
ni ased contact with the environment an 
in, CTeased warmth of emotion, thus suggest- 
en decrease in withdrawal as an ace mie 
is th Of decrease in activation. A similar study 
res AE Of Stevens & Derbyshire (1958) who 
ad a temporary remission of catatonic 
vag oS under barbiturate medication which 
eor, panied by evidence of a decrease in 
‘Cha eal and autonomic activity shown by 
Gao in EEG, EKG and EMG indices. 
ie Ster than normal resting heart rates are 
tiger by Gunderson (1953) and Williams 
953) for chronicschizophrenics, while Malmo, 
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Shagass & Smith (1951), and Whatmore & Ellis 
(1958) report a high level of resting EMG 
among similar patients.) In addition, Fulches, 
Gallagher & Pfeiffer (1957) showed an increase 
in the number of ‘lucid intervals’ among 
chronic schizophrenics under barbiturate 
medication and also with the use of the drug 
arecoline. This latter substance is reported as 
having pure parasympathetic or muscarinic 
activity in contrast to the barbiturates whose 
activity tends to be more diffuse. Arecoline 
probably diminishes the activity of the poste- 
rior hypothalmus while potentiating that of the 
anterior lobe. The evidence is thus that an im- 
provement in clinical status, albeit temporary, 
is brought about by a decrease in the activity 
of the sympathetic system, and because of the 
wide ranging interconnexions from the hypo- 
thalamus, by a decrease in other activating in- 
fluences. These two groups of studies provide 
evidence against which it is possible to look at 
other more detailed and recent investigations. 
Goldstein et al. (1963, 1965), and Sugerman 
et al (1964), have used a method for the quanti- 
tative analysis ofthe EEG, which is based on an 
integrator devised by Drohocki (1948). This is 
essentially a voltage level resetting device giving 
an output of electrical pulses whose number 
is a function of the amplitude of the EEG 
integrated over time. The integrator output is 
independent of the frequency of the EEG. The 
measures which are used by Goldstein er al. 
are, first, the number of integrator pulses per 
unit time as an index of the ‘mean energy con- 
tent’ of the EEG, and secondly, the variability 
of this measure. Of these, the measure which 
most clearly and consistently distinguishes 
chronic schizophrenic patients from normal 
persons is the latter, the coefficient of variation 
(c.v.).Inheirfirst study, Goldstein ef a]. (1963) 
report that the average coefficient of variation 
of electrical energy in the EEG was 15-4 % for 
normals, a % for chronic schizophrenics 
Without at this stage wishin n 
volved in any Ser diim £a ou is 
phreno-mimetic nature of L.s.p. 25 eit 
„S.D. it may be 
reported that an oral dose of this drug pro- 
duced a 33% decrease in EEG variability in 
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normals. The finding of markedly low varia- 
bility in the EEG of chronic schizophrenics is 
supported by the second (1965) study of Gold- 
stein et al. where the C.v. of the schizophrenics 
was reported to be 9-1 %, and that of the nor- 
mals 18-5 %. These findings are akin to that of 
‘paradoxical stability’ of the EEG of schizo- 
phrenics with poor prognosis shown by Igert & 
Lairy (1962). Additional evidence comes from 
the study of Sugerman etal. (1964), who exam- 
ined, longitudinally, concomitant changes 
in the EEG and disease characteristics accom- 
panying drug treatment and showed that si gni- 
ficant correlations were obtained indicating 
that improvement in schizophrenic behaviour 
is associated with an increase in the coefficient 
of variation of the integrated EEG. From 
pharmacological studies such as that of Mur- 
phee, Jenney & Pfeiffer (1962) on the effect of 
d-amphetamine. Goldstein et al. Suggest that 
"itis reasonable to deduce that the c.v. of the 
integrated EEG is inversely related to the level 
of activation’, and hence by extension from 
this that the chronic schizophrenic is character- 
ized by a state of cortical hyperactivation. 
Within the total chronic schizophrenic group 
the smallest c.v. was shown by catatonic 
patients (7-4 as compared with the group aver- 
age of 9-1, a difference which was statistically 
significant). Rather Surprisingly paranoid 
patients were not distinguished on this mea- 
sure from the remainder of the schizophrenics, 
So far the experiments have been carried out 
on chronic patients; a preliminary report of 
Sugerman (personal communication) is that 
of a high level of EEG variability in acute 
schizophrenics of an extent found only in one 
percent of chronic patients. If this finding is 
upheld it would indicate that the acute patient 
is characterized by hypo- rather than hyper- 
arousal. Little firm evidence would appear to 
exist which allows a definitive position to be 
reached on the psycho-physiological state of 
theacute patient, This is perhaps not surprising 
as sampling difficulties must intrude if the 
acute population is not divided into process 
and reactive subgroups. If this is done it might 
be most legitimate to regard only the reactive 
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patients as being truly acute patients. TA 
findings which support the Sugerman cE 
suggesting hypo-arousal in acute patients eis 
use the ‘sedation threshold’ as a — a 
physiological state. In this procedure sot e 
amytalis given intravenously until the e à 
speech is slurred, until he fails to respon ‘evel 
simple addition task or until a criterion dhe 
of EEG activity is reached. The be 5 
dosage required to reach these critical Poi 
the higher may be said to be the original ee 
level of the patient. Shagass (1960), in a n e 
of work on this subject, reported fet n 
schizophrenics have the lowest of any ws the 
thresholds found, while, consistently 1d of the 
evidence presented earlier, the thresho! ception 
chronic patient tends to be high; an oye’ who 
being those patients diagnosed as ome mal. 
do not differ significantly from s id 
Shagass's findings with acute pate Tid 
line with that of Herrington and slightly 
(personal communication) who used ia in 
different threshold index from that Es ht con" 
studies reported by Shagass. Other s $ E 
firmation of the hypo-arousal cms e 
from a thesis by Gromoll (1961) who tive th 
alowerlevel of cortical activity in roe rem» 
in process patients and normals; and a signi 
Sutton & Zubin (1964) who report 2 Š in 
ficantly smaller resting pupillary diam This 
acute than in chronic patients or p 
finding might be taken to indicate vw > 
in sympathetic or an increase in pa kid 
thetic activity in the acute patient. - "m 
position Zahn (1964) reports a high evel of 
activation as indicated by both resting ecifi 
skin conductance and number of aonik and 
fluctuations of conductance in both acu 
hronic patients. " 
à So bare d has been examined ee 
ing the basal level of activation which is $ et 
by patients from which responses are Se pio 
deviations. The genera] consensus of op! fa 
(see the review by Lang & Buss, 1965) iS g ic 
diminished responsiveness of the auton " 
nervous System in the chronic schizophre"... 
To a large extent this reduced responsive? f 
may stem from the Working of *the law 


Psychophysiological aspects of schizophrenia 


initial values’ (Wilder, 1958) which states that 
the extent of the response shown is a function 
Of the level from which it starts. A high basal 
level of the autonomic system would thus en- 
force a low level of reactivity. The ‘law’, how- 
ever, does not hold for all systems, a notable 
exception being that of the electrical activity 
or the skin (Hord, Johnson & Lubin, 1964; 
hapiro & Leiderman, 1964). A further com- 
Plication stems from the finding of Zahn (1964) 
to the effect that schizophrenics tend to show 
à slower rate of habituation than normals. 
ence it is necessary to examine the number of 
‘Vocations made before any firm conclusions 
“an be drawn about the extent of responsivity 
Shown unless as in the case of chronic patients 
this is ab initio smaller than normal. Thus some 
of the findings which report hyper-responsivity 
4) the acute patient and hence by application 
Of the law of initial values a lower standing 
asal level, need to be looked at with care. 
Itis perhaps worthwhile at this point noting 
* Study by Ax er al. (1962). These workers 
Soked at the patterns of responses of ten 
Physiologicat variables which were shown by 
3 Tonic Schizophrenics and by non-psychotic 
Patients, Using the same physiological vari- 
ables, Ax had previously shown (1953) that 
the; Patterns of response could be seen. One of 
ang ^ Was typically induced by a state of anger 
p Could also be brought about by an in- 
won of nor-epinephrine, the other pattern 
E Characteristic of fear or anxiety and za 
ex sa from an epinephrine injection. In t : 
pl timent on schizophrenics it was foun 
Tu 70% of these patients respon 
“epinephrine, anger-like pattern, 
Whi € non-psychotics gave responses to q E 
2 ich Were like those produced by epinep m 
a anxiety, Theories which too easily identify 
Tousal in schizophrenia with anxiety 10 the 
ace of clinical evidence need to take account 
9f this finding. 
As stated earlier, one of the sources of in- 
mation about psychophysiological func- 
!oning stems from the use of pharmacological 
techniques. The use of sedation thresholds has 
already been mentioned together with the effect 


ded with a 
while90 % 
ress 
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of barbiturates on temporary remission of 
symptoms. 

Some additional evidence comes from the 
comparison of the effects of sedative and tran- 
quilizing drugs on the performance of chronic 
schizophrenics. The basis of this evidence is 
outlined by Korentsky & Mirsky (1966). It was 
noticed that if the effects of different drugs on 
a test of sustained attention (the continuous 
performance test C.P.T.) and a test of cognitive 
associative functioning (the digit symbol sub- 
stitution test D.s.s.T.) were compared, that the 
C.P.T. was more impaired than the D.s.s.T. by 
drugs such as chlorpromazine that have their 
action on the mid-brain. Moderate doses of 
barbiturates, on the other hand, because of 
their primary action on the cortex impair the 
p.s.s.T. more than the C.P.T. The next part of 
the evidence which needs to be taken into 
account is that it has been shown (Kornetsky, 
Pettit, Wynne & Evarts, 1959; Vates & Kornet- 
sky 1958), that schizophrenics are less affected 
than normals by drugslike chlorpromazine but 
not by barbiturates. Finally Orzack & Kornet- 
sky (1965) showed that although the perform- 
ance of chronic schizophrenics and normals 
was not different on the D.s.s.T. that the patients 
were less efficient on the c.P.r. Taking these 
pieces of evidence together it is suggested that 
there is a difference between schizophrenics 
and normals at the level of the site at which 
chlorpromozine acts and which is generally 
recognized as being responsible for efficient 
performance of tasks which demand sustained 
attention, namely the reticular activating Sys- 
tem. In the remainder of their discussion 
Kornetsky & Mirsky review the evidence, some 
of which has been presented here, together with 
other evidence subsumed under an inverted U 
relation between performance and activation 
which suggests that the nature of the dysfunc- 
tionat thebrainstem reticularactivating system 
is one of hyperactivation. 

The third source of evidence for the physio- 
logical state of the schizophrenic is based on 
findings with behavioural measures whose 
basic relation to physiological processes is 
known to a greater or lesser extent from work 
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on animals. In 1958 Lindsley reported an 
experiment in which two flashes separated by 
50 msec. were presented to the eye ofa monkey 
preparation. Electrodes at points along the 
length of the Optic tract were used to record 
activity evoked by the presentation of the 
flashes. Recordings from all parts of the tract 
gave evidence of response to both flashes of 
light with the exception of the cortex itself. 
However, on stimulation of the reticular sys- 
tem through in-dwelling electrodes the cortex 
was able to resolve the two light flashes and 
two evoked potentials could be seen. Similar 
findings have since been reported in the audi- 
tory modality by Steriade & Demetrescu (1 962) 
and in the somato-sensory modality by 
Schwartz & Shagass (1963). 

From this evidence it may be suggested that 
the ability to resolve pairs of stimuli presented 
in close temporal proximity may be influenced 
by activity of the arousal system, and that the 
better the resolution the higher the degree of 
activation influencing the cortex. This line of 
argument is admittedly indirect and assumes a 
monotonic relation between arousal and reso- 
lution, it does, however, suggest a usable and 
easily quantifiable tool for use with patient 
subjects, 

Using this technique, Venables & Wing 
(1962) showed that among non-paranoid 


of ‘two’ at a close 


finding has been repeated with the same result 


With the use of paired clicks rather than flashes 
(Venables, 1967). 


threshold measure with that of skin potential, 


negative relat 
which are bo 
This finding 


Pathman & Kronenberg (1946), who found a 
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an 

significant negative correlation TE 
autonomic index and a measure of EE condi- 
vity in normal subjects under resting Pe. 
tions. This finding was in epee Mer- 
earlier one (Darrow, Jost, Solomon cortical 
gener, 1942) in which on stimulation n to be 
and autonomic indices had been ms in 
positively related. With this set of re ied Aa 
mind the positive relation between cor wi 
autonomic activation as indicated by abt is 
threshold and skin potential level ic grouP 
found in a non-paranoid Rahicophre Ee con- 
is similar to that which would result ue make 
tinuous stimulation and an pesa 
use of a situation of comparative wea 

This suggestion of chronic ee sor 
the arousal system is in essence ire d by Fish 
of principle which has been om inhibitory 
(1963). The lack of cortical-fugal 1 syste™ 
influences on the brain stem zonon jevel ° 
which might normally maintain th is appt” 
Cortical activation at a value ae js sug 
Priate to undertake the task dme 5, 19632 
gested by a set of results di white 
Which show that the presence of 8 iven DY. 
Noise effects the two-flash threshold gio of 
Schizophrenics but has no effect vd that ‘the 
normals. Jasper (1958) has suggested the aj 
function of the reticular system in be mof 
adaptive or integrative behaviour eg larous? 
inthenatureofa prevention ofa gene f selectiV 
action to all stimuli with a control o i is" 
responsiveness to significant stimu li co 
criminate arousal reactions to all ied e the 
only result in chaotic behaviour as i impli’ 
case in certain mental disorders. T "functio 
that inhibitory rather than excitatory sleep of 
may be most important, either during 
during wakefulness.’ : alspe? 

Experimental evidenceand theoretic ‘on of? 
lations thus point strongly in the directi proni? 
state of chronic overarousal in the ante? 
patient possibly brought about by a fai acute 
inhibitory processes. In the case of the sug 
patient the evidence only rather poor e 
gestsa degree ofunder-arousal or perhaps "m 
reasonably, if Sugerman’s preliminary obs©" | 
tions turn out to be Correct, a high degre? 


tivity of 
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potu in arousal. Just because of this high 
on variability the inconsistency of find- 
to ari experiments on acute patients is bound 
ise, 

arouse Possible to speculate that the chronic 
ofa al of the chronic patient is an end result 
i dew by which an over-labile and weak 
uall "Haiti i inhibitory system even- 
of the "comes ineffective. In the acute stage 
9n oce illness extreme inhibition is thus seen 
ing aan and this easily breaks down giv- 
Site oteunce of temporary overarousal. 
Prices ally the break down of the inhibitory 
tively S is complete and arousal becomes rela- 
exami permanent. More longitudinal work to 
ne the process by which the disease enters 


t 
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the chronic phase is obviously vitally necess- 
ary. The criterion of two years stay in hospital 
forthelabel of chronicto be applied is only one 
of convenience which probably on the whole 
enables us to eliminate most acute patients from 
a sample. The process by which the disease 
becomes chronic is undoubtedly highly variable 
and must take place at a different rate in 
different patients, depending on the situations 
to which they are exposed. 

In the compass available this review has done 
no more than select a few salient facts and has 
attempted to place them within a theoretical 
structure which while undoubtedly over-simple 
may serveas temporary bridgehead from which 
to extend further investigations. 
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Notes on the psychotherapy of infantile autism 


Bv MICHAEL FORDHAM 


INTRODUCTION 


T. autism here means that an infant 
not ES appears to be self sufficient and has 
envir, Veloped a ‘give and take’ relation to his 
Sever nment. The condition, almost healthy 
Beatie, young infants, is unhealthy ifit persists 
Se it inhibits and distorts psychic growth. 
syag ological autism comprises a variety of 
So nli which the children themselves, in 
às well, any ego has formed, and their parents 
IStCony show varying capacities to manage. It 
into is Venient to divide pathological autism 
Anth Wo groups: primary and secondary (cf. 
Ony, 1958), : 
D autism defines those cases who never 
Op social relationships, who do not speak, 
Oren oped motor compliance and have no 
ail t inner world; as the infants develop they 
Other, make give and take relationships with 
er ts in the environment and are mute or talk 
Y little, Secondary autism occurs in children 
ad develop far enough to talk or begin to talk 
then Who make other developments but who 
become pathological often after the birth 
i is Sibling or other stressful situation. There 
eny e nparable lack of relationship with the 
eri ronment but speech is present and man 
Oce Sms or organized fantasy as well which pi 
chit? the major part or the whole of the 
ild’s life (cf. Fordham, 19644). Persecutory 
eties may be overt and delusions and hallu- 
ations may be present. 
his classification does not justify us in con" 


* 
The following descriptive studies have been 


(anultea: Bender (1953), Bradley (1941), Creek 
38, 1951), Kanner (1957), Mahler (1952), Nor- 
an (1954), The pioneering work of Heller and 
Sanctis also needs mention from amongst the 
ed extensive literature on the subject. Consult 
he bibliography compiled by Goldfarb & Dorsen 
(1956, 


cluding that we are dealing with separate 
disease entities, but it does orientate us amongst 
an otherwise bewildering variety of disorders 
arising in children whose pathology can be 
arranged on a scale: primary autism being 
placed at one end and manifest childhood 
schizophrenia at the other. The differential 
diagnosis is between mental defect, organic 
psychosis and primary autism and secondary 
autism and obsessional states. 


OUTLINE OF AN EXPLANATORY THEORY 
OF THE SYNDROMES 


A number of genetic theories have been ad- 
vanced to explain autism, and varying esti- 
mates have been given as to the innate and 
environmental influences which contribute to 
the syndromes. Elsewhere (Fordham, 1965)* 
I have discussed the genetic theories at greater 
length and so will only define briefly the one 
which I have been using. The autistic disorders 
originate either in the persistence of or in re- 

ession to the primary self (Fordham, 1948, 
1955, 1964b; Jacobson, 1964), an integrate 
which in healthy growth deintegrates to pro- 
duce a symbiotic relation between the infant 
and his mother. Since the integrate persists no 
distinction can develop in the child between 
environment, ego and internal world because 
these three entities are not distinguished but 
remain one whole self. It follows that the idea 
of an impenetrable barrier round an inner 
world, as Anthony (1958) and others postulate, 
is contradicted and cannot be applied to pi. 
mary though it is relevant to secondary autism 
in which sufficient ego has formed for the 
barrier to have come into being. 

Thereare three theoretical possibilities avai]- 


Li In that paper data are given on which the 
diagnosis of the cases referred to here were made 
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able to account for the arrest in development 
depicted in primary autism: (1) the integrate 
has made communication between mother and 
infant virtually impossible; (2 
persists sufficiently for the mother to fail 
disastrously in her maternal role though she 
may have been a good enough mother with 
other more healthy infants; and (3) the mother 
herself may fail to provide a good enough en- 
vironment so that normal development in the 
first months fails to occur and therefore the 
primary integrate persists. 

This formulation aims to account for the 
core of the autistic psychoses. Ther 
ever, no casein which the arrest isco 
some degree of symbiosis occurs. In addition 
there is evidence that ego fragments also exist 
albeit in more or less distorted f. 


orms. These 
are much more evident in the Secondary than 


in the primary autistic psychoses. 


) the integrate 


e is, how- 
mpleteand 


MEANING OF THE TERM THERAPY 


There are a number of d 
treating autism. The children may be removed 
from home either as an emergency operation 
or as part ofa treatment Strategy (cf, Goldfarb, 
1961). In the institution the environment may 
be used by adults in varying ways. The one 
relevant to this discussion aims to let the chil- 
dren regress with the idea that they will, in the 
course of time, reach the source of their tray- 
ealthy and normal 
which caused the 
hich recognizes the 
be provided by the 


he is stable and re- 
Sourceful enough (cf. Winnicott, 1955). 


efined ways of 


1955; and 
to develop 
ic such as speech 
or which aims to 
neratic activities’ 
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by participating in them (Betz, below 


] s into 
grounds which will be gone in 
technique has disadvantages. 


TATION 
CARE AND ANALYTIC INTERPRET dermos 
nsi ; 
The approach I have come to cO d ‘spe! 


valuable is a mixture of analysis ue h d 
care’. By ‘special care’ I shall E to the chil 
therapist aims to meet and on, amem and " 
at a very early level of devenn grow a 
Provide conditions for the self to rely n 
develop. To do so he is required rd in 
own feelings justas a mother resp infant in su 
cally to the cues provided by her e get cog 
a way that the child's own self m 
nized and grow. is them 
Wines recently worked on livered i 
à more general context, in a pap ja chologi 
the medical section ofthe qup a p 
Society (1965). In case 3 ce : describes d 
cident, comparable to the one ^! I 
“bumping up against’ the sel alate 
occurred. Though usually en <Fevius 
suddenly burst out one day wi are 9 7 
name which he called me] JoY tion 7 
nuisance’ with a force and amni to ^ 
unusual to him; he was truly pe chi Tie 
a separate object from nua nce of it ug 
Browing and giving violent evi voe ha Lus 
phrase, an expletive that his mo I was iO 
about him, was produced p ometi” 
fering with him by acting as c with me M 
wanted to, or actually did behav n ide fic & 
his mother. There was theretore mS is € 
tion with his mother which, I in ih y 
actively used for true self-expression- pa) 


In 1ave ial 
i we | ja 
the therapy of the autism c 


jp 


A co” " 
outbursts can be stopped by ignei a wie 
over them is not in doubt. Such n steps i 
may be necessary or even desirab “al to ib? 
management but they are Laat h j^ 
therapy of autism here defined as gr of th 
pendent basically on deintegration 
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ad self. It therefore needs bearing in mind 
afe the child begins to show alarming 
health m this can be a sign of increasing 
that the Odrigué (1955), for instance, suggested 
Clear si appearance of hallucinations was à 
Autism gn—and in this I agree—that the 
In liie changing for the better. 
Mon ie therapy we depend upon verbal 
c P AN aa and SO, since the essential 
Pita eristics of autism (i.e. the persistent 
Possibly salt) IS, that no communication 1S 
undertak. analytic treatment of it cannot be 
Over an ri and therefore care takes precedence 
Core of alysis. When we approach the autistic 
ecogniy, child his need is to have the condition 
taken TR without intrusive action being 
0 Occu fa means waiting for a deintegration 
Self in Tom within the child so thata bitofthe 
the Cae be discovered, met and reacted to by 
Te ‘he a In this area method or technique 
ist to fms important as a capacity in the thera- 
One tolerate and manage the feeling of being 
i me along with a child who gives no 
tons of his ‘presence’. 
he med hit upon an issue of much interest. 
yap es which depend upon a strategy for 
Tacieg 8 the child out of his autistic idiosyn- 
cannot be therapies in the true sense, 
nm they seek to substitute more deed 
Violate ti. for the socially abnormal one they 
are tj the need of the self to grow. Yet there 
times when the infant needs to be provided 
fw mother with bits of herself which he can 
Ego s for the growth and development UM 
The a thus in the case of the child who aue 
ep b— nuisance’, his capacity to 50 reac 
ended on his mother having used these 


OF 1 5i " CONT 
f ds with affect and conviction. From this it 


ol h 
gr OWS that passivity—waiting for 2 deinte- 
a base-line 


te occur, though essential as à a 
Ctiy, ler operations, could be combine d 
Will ^ and affective participation. This poi 

; 11 be taken up later when considering the 
Portance of counter-transference affect in 


herapy 


SOCIAL IMPACT 
Gaining access to the self of an autistic child 
AVolves peeling off a number of shells of which 
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the first is expressed by the members of his en- 
vironment in a considerable mass of wrong 
presuppositions about the child. This can have 
an adverse affect in that it plays on the child's 
persecutory anxiety, if present, whichis thereby 
increased and he is made by the environment 
to retreat defensively. 

In nearly all cases the nature of the autistic 
disorder causes anxiety not only to the family 
but also to the society in which the child is 
living. A striking instance is that for along time 
the diagnosis of infantile psychosis was not 
made by child psychiatrists because of fear that 
the words schizophrenia, autistic psychosis, 
etc., would condemn the child to a bad prog- 
nosis. Thinly veiled behind this fear was primi- 
tive word magic but there was, and still is, also 
something worth being afraid of. 

A boy with a rather profuse inner world and 
marked persecutory delusions improved very 
much in a hostel and went to school where he 
began to learn. This happened during World 
War II when there was tolerance for bad or 
difficult behaviour of evacuees. The hostel 
matron wasnottold that the child suffered from 
infantile schizophrenia and she managed the 
case beautifully. When the hostel closed the 
child went to another hostel, the new matron 
found the child intolerable and a psychiatrist 
was called in and made the correct diagnosis; 
the child went to a special unit where he 
developed an irreversible regression and finally 
went to a mental hospital for adult patients. 

This example is fortunately not characteris- 
tic, but environmental anxiety expressed in the 
need to interfere is very noticeable in my case 
series. In each of them one or more persons in 
the child’s environment has become destruc- 
tively excited. 

The foregoing remarks have seemed to me 
necessary because if the mother-child unit is to 
be treated, the couple will need support and 
protection for, if not all, at least from time to 
time, in their joint efforts to lead a bearable 
existence. 

Latterly the diagnosis has becomerecosnized 
and is used in a balanced way. It has esc been 
shown that children with what is variously 
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called infantile autism or Schizophrenia can 
Tecover to become viable members of society. 
A beautiful example of a therapeutic consulta- 
tion which initiated the Tecovery of a schizo- 
phrenic child has recently been published by 
Winnicott (1965). The case depended on 
making the diagnosis of Schizophrenia; it 
shows, without a shadow of doubt, the advan- 
tages which can result and the rapid changes 
that can take place if the therapist succeeds in 
uncovering the point of arrest in developing 
€go structures. 

The prognosis is not always socially bad. 
Indeed it is common knowledge that children 
showing marked autistic features can do quite 
well in ordinary schools, They may have en- 
gaged the interest of the teachers, especially 
when they show unusual abilities of one kind 
oranother or achieve prominence, particularly 
in academic fields, These children can also pro- 
vide rewards sometimes sensational to those 
that treat them, Intelligence quotients may rise 
considerably (cf. Fordham, 1964a) or parents 
may provide sustained gratitude. These are the 


Sources or MATERIAL 
The observations 
be recorded in what 


behaviour is within hi 
ham, 1964c), 


Child's mother was unable to 
ter's behaviour. The rather 
is not representative of in- 
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ue 

fantile autism as a whole but is probabi t 
to the way cases select themselves. E s mani- 
ever get referred to me if treatmen 
festly hopeless. "1dren in 

D im observation of evacuee e two 
a hostel during World War II. There both in 
children showing secondary E s ani 
proved. One entered a grammar We. going 
held his own there. The other Pu e subse 
to school before the hostel woe These 
quent history was the onedetailed a s of g0 
cases showed clearly the effectivenes d 
management. jmes 

(3) ents five cases treated e up 
week over 3-5 years—and one ende making 
being seen less frequently for 34 Y emained at 
a total of 84 years. All these ns or? 
home though one entered an insti oing | 
Short period due to his mother E ases: 
hospital for an operation. Of pei They 

(a) Two showed secondary au jety 2" 
found a way of fitting into soc the 


to 


5 ither hà 
changed radically though in Rn E d. 
Core of their psychopathology be s therap) 
Neither presented basic problems {a 


inter 
since both were clearly able to use inte imes 
tions. The children’s raises a EN 7 
necessitated physical intervention to pre 2 
removing sand trays and firm A ett se 
Physical damage to others (For hnique ^ ; 
so some modification in analytic tec the othe 
inevitable. Both children, one a n en duri”? 
a girl, talked freely. The girl's iie M" th 
treatment corresponded rather clo 21 "m 
case described by Isaacs (1948) vin. ent 
violent and crude *play* featured P nei iy 
in the sessions. The boy’s ee rank? 
nearest to being ‘good enough’. ive en! D 
nearest to the obsessional compulsi tial paf 
the scale proposed by Anthony. Essen owhe 
of his treatment have been recorded € 
(Fordham, 19644). k rima) 
(b) Three showed characteristics 0 H cuss? 
autism and it is these that will be e case 
in what follows. They will be calle ; 
ig: a 
i The first one was followed up till World Ww 
II interrupted communications, He fo" 
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cci though limited relationships with the 
schoo] 2 of his family, talked and fitted into a 
Not bec or backward children. The second did 
a Viable away from home though he 
children a small group for otherwise ineducable 
Tunicate By the age of 15 he had never com- 
at hom sd more than a few words and is still 
third P attending an occupation centre. The 
Sideraby Still in treatment and has made con- 
attended progress; he is living at home, he 
an occupation centre at one time. 
and a case introduced me to the subject 
context, us scientific value in the present 
Which t kept notes and some of the pictures 
ite re’ boy Painted in ink but I had very 
Tale of what was going on. Looking back 
ae thai I was trying to evolve a technique 
and te; pretation and management. The parents 
Mine ere were pleased with what I was 
this ne to havedonebutIcannotsay whether 
terms s due to a false or true development. In 
an d Social change the result was better 
Out i Second case but I am not at all clear 
s (the state of the child himself 
Contact Second case I deliberately made no 
Bet u With the child's mother, I wanted to 
rene. derstanding of the child in the trans- 
that ^n alone. There was internal change 1n 
e ne child became more alive and vivid. 
s Clinic staff noticed it more than I did. He 
Persistently keen to come and his step- 
e Hind that he could not understand how 
o ild could develop so much love for any- 
Y- This only gradually became apparent to 
nidis t was revealed with great clarity on an 
lon which will be detailed later. 
EN treatments began at the age of 5, 7 and 
Say eh respectively. From much of what Ishall 
Tim, Out the cases, they will not sound like 
is ary but secondary autism. I contend that 
Conde, because analytic treatment was being 
the RR Inasmuch as this is possible at 2 
Of th ethod must have constellated those parts 
€ self which had developed ego structures. 
dle Using the analytic procedure it became 
ar to me that, though in these cases of pri- 
ary autism there had been a basic arrest in 
velopment, it was not total. Ego develop- 
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ment had occurred, though in a distorted form. 
This discovery alone justifies the use of the 
interpretative method. But further it is of the 
greatest value in the management of crises 
which occur from time to time. Once a grasp 
of the areas in which the child’s ego operates 
has been gained, it is far easier to decide whether 
the affects are derived from the child’s mother 
(see below, p. 310) or arise from the emergence 
of a deintegrate which as it were pushes into 
the developed areas. When this happens ana- 
lysis helps the child to avoid feelings of dis- 


orientation. 


INTERPRETATIVE TECHNIQUE 


The technique of using interpretations to 
elucidate unconscious processes was first com- 
bined with observations of children’s play by 
Klein (1946) and was applied by her to a 
schizoid child. Since then the use of interpreta- 
tions in the way she described has received a 
wide measure of acceptance. It has also come 
in for critical evaluation (cf. particularly 
Geleerd, 1963). 

Whatever differences of opinion about the 
details of how they be employed, the usefulness 
of interpretations is beyond question. They 
are not only the most precise but also the most 
valuable instrument we have for revealing, 

enetrating and relating to the structured world 
of these children. Apart from the aim of making 
direct contact with them, studying the effects of 
interpretation is a valuable research method. 
That the use of interpretations with autistic 
children presents difficulties not apparent with 
others must be granted, and I therefore propose 
to describe those that I have been able to define 
with sufficient clarity to communicate them. 

Before doing so I want to underline that 
verbal communications are only useful in the 
areas where there isa structured mental lifeand 
that the essential autism which dominates the 
structures cannot be influenced in this 
We shall therefore start by givin bs 
E d 8 an example 
illustrating how clear the response to int 
pretation can beand how the child's str er- 
mental life can be revealed. ie 
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ACTIVE RESPONSES 


Case 2 only responded directly twice in the 
8$ years that we met. One clearly effective 
interpretation was short. Because the start of 
aninterview was threatened bythechild vomit- 
ing when I cameto fetch him, I told him—in the 
presence of his mother—that being sick was 
good and that bad stuff inside was being got 
rid of. He almost immediately ceased being 
sick, the colour came into his face and he 
remained well during the Subsequent interview. 
After this he ceased getting febrile attacks with 
gastro-intestinal disturbances which had been 
a periodiccause of his non-attendance, Ishould 
add that though it was the interpretation that 
broughtabouttheimmediate change, there was 
another factorat work in that, on thisoccasion 
I had insisted on his mother bringing him to 
the clinic even though he was ‘ill’. 

The second occasion of a cle 
occurred when the boy was 11 
illustrates changes that can occu 
of very active and voluminous in 
Before and after the incidents to 
Tesponses were largely absent 
were repetitive. Before and to 
after the interpretations were 
adopt a behaviour which ha 
months on end when I made an interpretation, 
He would point vigorously out of the window 
where his father was waiting in his car, had 
learnt to understand that this meant I was near 
the mark but that his Step-father would dis- 
approve vigorously: this had been the only 


answer he gave for months till one day he 
changed. 


ar response 
years old. It 
r as the result 
terpretations, 
be described, 
altogether or 
a lesser extent 
made he would 
d continued for 


€ room he usually 
om me lying on the 
g out of the window, with his back 
his he did on the present occasion. 
I made detailed interpretations: 
his bad €yes wanted to look at my 
he was Stopping them doing so by 


to me, and t 
One day 

I told him 
penis, that 
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a he 
turning his back on me and looking p. 
good things outside my horrid room: d more 
he screwed up his eyes and pome So 
vigorously than usual out of the win reta" 
I went on to make further detailed eT ming 
tions showing him how he had been t he felt 
in bent double for a long time, and e black 
sometimes as if my penis was bad aed from 
like my shoes which he had emp he 
time to time; that because they were dde ou 
feared that he would see my penis stic r of hi 
like them. I related this to the ret ha 
own penis as a bad ‘black’ object iif sen 
once wet the floor and made his mot became 
him to bed and which moved about, 
erect and frightened him. 

The next time his behaviour was a like 5 
changed. He did not spend phe habit 
long in the secretary’s room as was ttot 
before he came to see me; first he piens h 
lavatory and when he came into ws spent 
was upright looking straight at me. 
the first third of the intende iode an 
my penis should be—laughing, a dt that 
enjoying himself (I subsequently rs ; similat 
for some time he had been scan v ent 
giggling at home with his pos ineo All his 
on putting his behaviour into cio dis" 
previous persistent visual avoi x glance 
appeared except for occasional ne which 
especially when he began to mastur before 
he had never done in my presence dow a 
one time he turned away to the wind 
Started scooping earth out of the windo nen He 
a long standing piece of behaviour. for 50 
£ot off the table and sat behind me aises PS 
time near the toys, making pleased n fortabl? 
next moved round to sit in the Da j 
chair opposite me (which he had nev as the? 
before) with his legs crossed, and it W ze that 
that his love became apparent in the ga ut bis 
he directed towards me. At one time he P 


d $e inte 
tongue out, holding it between his lips. 1! nd 


preted all his behaviour as it occurre aol 
particularly the last event as his wish na His 
my penis, which felt like mother’s breast, Í als? 
mouth as he was doing with his tongue. ! pes 
linked up other material, his looking at wat 


decisively 


it 
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Brera wa his intense interest in the hands 
astepres eing a small one and a large one— 
penis oe his own and my and his father’s 
order to s. this led him to look at my watch in 
Was E ce whether the end of the interview 
ramaticall His whole attitude had become 
less fo y different, much more spontaneous 
rced. 

t ids interview I went away on holiday 
Was the : came back his entry into my room 
| tothe say ame as ever. There was no response 

My part m interpretations nor to attempts on 
in Which 1 understand and interpret the ways 

is Tage ne was neutralizing them owing to 
im, Th and despair at my having abandoned 
Since ni was, however, a persisting change 
Ín à co ere were long periods in which he sat 
Okin Ther of the room on his own without 
‘ame Ls of the window and further he be- 
m iceably more reactive and more com- 
to mak ive from time to time by using his body 

€ meaningful signs. 

ave given this example in some detail for 
De Teasons. First, because it was very un- 
Orej Or this boy to react thus; secondly, and 

€ Wa mportant, because it showed clearly that 

i os dis to use complex interpretations if, 
also A e inferred, they are not only correct but 
:9 Well timed. A further reason for giving 
reggie ctiPtion is that I had gained the it 
isht a that though the child had given only 
ions or even no indications that interpreta- 
Se Were understood, yet that he was making 

9f them inside himself. 


Sever. 


Absence of response 


* de ofthe last sentence, it will seem 
ing, Dating to assert that no overt respon 
"Ipretations is a characteristic featur 
Utism, 
S: here are indeed many pitfalls for the un- 
as: Ty. Better observation and more accurate 
Sessment of the child’s mental life, of which 
ee know far too little, may be expected to 
Uce the number of interpretations which 
aPpear useless. And here it is worth remember- 
ng that correct wording can sometimes only 


some- 
seto 
e of 
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be arrived at by trial and error. Case 3, for 
example, regularly chewed up the legs, tail and 
head of plastic toys and, as a consequence of 
interpretations, started to make inhibited 
attacks in my direction opening his mouth, 
raising his arms and jabbing backwards as if 
struggling to prevent himself fastening his teeth 
and fingers into my body. At first I referred to 
* his mouth’ and ‘his fingers? but there was no 
understanding on his part and no relief. It was 
only later when I referred to his struggle to 
stop ‘that mouth’ and * those fingers’ damaging 
me that his anxiety diminished. 

To establish that failure of interpretations 
to produce response is characteristic of autism 
can only be done by producing overwhelming 
evidence in favour of the interpretations being 
correct, and then by showing that these correct 
interpretations persistently fail to produce any 
variation of behaviour. The state of affairs was 
illustrated by case 3. He showed a number of 
mannerisms consisting of very rapid and tech- 
nically proficient manipulation of objects; 
pencils, pens, glasses, basin plug and chain, 
soap, a glass, etc. The movements of his hand 
and fingers were highly skilled and even beauti- 
ful. The way he picked up the objects was 
delicate and he assumed an air of distinction 
as he performed what was to him a highly 
significant operation to be done with great 
precision. : 

The mannerisms were over-determined. 
Primarily they were masturbation derivatives 
based on primal scene fantasies unmistakeably 
acted out in the transference. They were also 
designed to deal with castration anxieties and 
exhibitionistic fantasies also entered into them. 
But most of all they were magical acts designed 
to ward off his own violent all out attacks on 
his mother. All these components and others 
as well were interpreted as transference mani- 
festations and assigned to their origins either 
known or reconstructed. Though very occa- 
sionally there were slight indications that these 
interpretations were being used there was no 
gation 
is very impressive: it Sarid js coinmon and 

; 1t warrants the postulate 
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that the correct interpretationsare experienced 
by the child, as they and him being one and the 
same thing. For this reason nothingcan happen. 


Partial resolution of a ‘no response’ 


When this state of affairs is resolving we get 
changes of the following kind. One day the 
boy (case 3) paid close attention for the first 
time to what I was saying about his manner- 
isms—in doing so he was distinguishing be- 
tween two people; when I had completed my 
interpretations he remarked: * words, talk’ in 
a tolerant but somewhat superior way makin 
it clear that this was the end of the matter. It is 
relevant to say here that before this change 
took place there were others that had been 
going on in different areas and these may be 
condensed into one addition to his vocabulary; 
he had used the word ‘no’, Previously ‘yes’ 
served his purpose sufficiently. I understand 
this to mean that he had progressed, in this 
area, from a state of fusion to 


one in which 
boundaries existed (cf. Spitz, 1957), 


Interpretations in the aggregate 


Interpretations can be reacted to as a whole 
and then the 


able to analys 
but have si 


reduced repetitive interpretations Progressively 
until some clear change in behaviour appears. 
An explanation of this is that the child plays 
the analyst’s game but I do not think that case3 


Teacted in this Way; rather do I think that 
Silence became persecutory. 


Persecutory interpretations 
By contrast, inte 
become treated as 


T interpretations to produce per- 

y can be made manageable. 
ategorically, that a manageable 
ecution can be positively useful 
Sa clear indication that the inter- 


Iwould State, c. 
degree of pers 
because it give 
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ea 
pretations are being related to and mr E: 5 
clear sign of development and a by 
child, previously failing to responda it 
putting his finger in his ear and r objects 
round as if the words had a EC. 
Which he wants to extract, do away Mer. o! 
out, anxiety can be reduced by d helpe 
the state of affairs. Case 3 did this an he was 
to a much clearer understanding eo py him 
needing me to recognize, that I was “yout my 
to be ‘bad’. When I used that word re at me 
self he stopped his activities and po you st 
almost incredulously to remark: ‘di d at last 
“bad”? and nodded his head as if I ha ects 0 
understood. The door was open dh "s ad nO 
the child's omnipotence in a way tha 
been possible before. 


P ae ions 
Reversal in use of interpretat 


t 

This example illustrates another Tee 
responses. They can depend apor eat h 
finding out what the child already "axiely by 
interpretation does not then relieve ; ime 
telling the child anything new € is 
but rather gives him Rams a 
therapist's capacity to understand. 


ure 9 


bout 


" — jons 
Concluding note on interpretati 


ions ase 
Lest it be thought that ige Te chil 
the only way to produce changes in mind oU" 
dren it is sometimes necessary to pw inte 
selves that verbal methods other ei indu? 
pretations can be very effective for instant? 
dramatic changes. Geleerd (1949), auf E 
showed that a schizophrenic child, i could t? 
of terrifying hallucinatory com ple? pt 
told that they were nottrue and when iab the 
fantasy was substituted the fears wen les cO 1d 
child jumped into her lap. Such examp. 
be multiplied. 


COUNTER TRANSFERENCE nbe 

So far interpretations whose effects a ent’ 

observed have been considered as instru E 
used by the therapist, They are based O”, 


5 
oP 
servations and are the result of conclus! 
arrived at inductively, 
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gue there is repeated failure to get any 
did wx from the child it will be a very tough- 
of E Pies who doesnot doubt the validity 
badly & € is doing: are not his interpretations 
E 2 imed, too long, too clever, too compli- 
count or even totally wrong and due to his 
19 "ma transference illusions (Fordham, 
motive However much active scrutiny of 
Shen EI laudable, there is a limit to it reached 
sattim analysis is clearly fruitless. Then it is 
reflexi ate to consider whether the feelings and 
Teall Ons associated with self scrutiny are not 
ined Something that the child himself is in- 
DS B in the therapist; and it becomes relevant 
com {am whether they might not bea way of 
Wi a ling attention to the child’s own be- 
o ro or more likely to that of his mother. 
moth is feeling might be reflecting the infant- 
des ST Set up as mothers can sometimes 
cribe it, 
s realization leads on to another basis for 
Eri ton which is without doubt impor- 
inte In the therapy of infantile autism. The 
‘erpretation is not to be based so much upon 
ae as upon the analyst’s own syntonic 
nter transference (Fordham, 1960). ——— 
E 3 played with water and the activity 
Ssitated taking his clothes off. Not wishing 
Tess him myself, which however I did later 


pò I made an arrangement that I should hand 


Ìm over to his mother and she would dress 
7I. This she did but it took rather a long time 
Sometimes involved considerable noise. 
S n One occasion the noise became penetrating 
Nough to be heard all over the clinic and not 
the ly Caused distress because it sounded as if 
© child was being ill used, but might as well 
arm other parents and children. I, according- 
= Went into the room feeling distressed ae 
the, a helpless mother standing on one eon 
n. room holdinga vest; there wasa naked chi 
Unning about on the other side emitting pecu- 
lar noises whose nature I have never SUC 
Ceeded in putting adequately into words. 
Something had to be done so I started from 
What I felt, and said that he was ‘putting angry 
Noises into my head that made me want to 
Scream’, He looked at me, stopped the noise 
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and let his mother dress him without further 
ado. 

The value of allowing and relying on counter 
transference has been noticed by others. 
Heimann (1950) was the first to do so and Bion 
(1955) relies on it as a source for interpretation 
in his analyses of cases of schizophrenia, whilst 
Racker (1961) has drawn attention to the im- 
portance ofhow interpretations are formulated 
and shown that the ‘how’ can be more im- 
portant than the interpretation’s content. To 
underline the importance of the phenomena I 
have suggested the term 'syntonic counter 
transference’ to be distinguished from an 
‘illusory counter transference’, which ideally 
should not occur because it leads to interpreta- 
tions which refer not to the child but to the 
therapist himself. The theory of projective and 
introjective identification explains the syntonic 
counter transference and gives it an extra and 
more dynamic dimension. The point I wish to 
make here is, however, that affective processes 
set in motion in the therapist and expressed 
verbally can be just as and sometimes more 
effective in promoting changes in the child’s 
behaviour than those which do not contain 
affect: what the child projects into and so 
evokes truly inside the therapist, rather than 
what is known (mentally) or inferred by him, 
is most usable by the child particularly when 
very early infantile oral and anal dynamisms 
dominate the scene. One difficulty is that the 
children can evoke such unutterable boredom, 
rage and despair in the therapist that nothing 
can be done with it. It was partly to understand 
this that I continued so long with case 2. I con- 
cluded that much of it was due to the intro- 
jection of the child’s unexpressed destructive 
affects. 

With case 3 the problem has not arisen but 
another one has done so. There have been times 
at which the child is quietly inaccessible to all 
appearances. Hesitsin the chair next to me with 
a rug over him and held round his neck and in 
which he will from time to time bury his face 
To me he remains an impersonal object unless 
I make interpretations known to have Ben. 
relevant in the past; then he seems to becomea 
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person. It may well be in this area of the ana- 
lyst's affect that therapy of the autism itself 
may sometimes begin. When Rodrigué (1955) 
Says of the child to whom he was talking: 
*] felt that he was listening to my interpreta- 
tions. There was a certain alertness on his face 
that was new to me’ (p. 154) he expresses the 
experience which is most relevant and I think 
most frequent. As one approaches the autistic 
core itself it seems necessary to rely on cuesand 
respond as a mother does to her infant and to 


use one's own empathic understanding rather 
than deliberate inductive inference, 


ENTERING INTO THE CHILD'S ACTIVITIES 


I have already remarked on one way I inter- 
vened in the management of case 3 (see above, 
p. 307). My interpretation resolved a crisis 
which none the less Iecurred, so I started to 
dress the child myself before returning him to 
his mother. He was quite ready for me to dress 
him so long as it was clearly understood that 
Sometimes the clothes became ‘bad’ and had 
to be kept away from him till they became 
acceptable. 

In other ways management can become 
necessary. Excessive amounts of Water ma 


get thrown on to the floor or decanted from a 
bucket and it can become 


ill be Positively desirable 
happen and to respond 
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; d 
and are true communications. By allo 
following up his physical Gehe e 
possible (with case 3) for me to unden breast, 
importance for him of my not having oye i 
the fears he had about his having Mus an 
magically by robbing it and inog e Bol 
also to grasp his later wish to fill up th fill with 
had made; he used my breast poles HE 
objects—mostly plastic toys interchange 
previonstychened, Other physic in os chil- 
including hugging and stroking au uneas 
dren are relevant, but I should feel eor 
about employing them if it were not pa 
own mind and I had not commun! These 
ideas to the child in suitable pe of 
activities all belonged to care in reg 


undeveloped states. 


mR-CHILD 
MANAGEMENT OF THE MOTHER 


IDENTITY 


In case 2 I became interested in cies o hi 
he never made any sensual SDPO ne my 
parents or to me. I therefore tried P sit on my 
arms round him and inducing him ompliant 
knee. He performed this operation co r ph sica 
His mother had always managed he ha bec? 
relation to him competently and e quite the 
the passive partner in it. Case 3 Wen his T. 
reverse, he would sit on my knee pos skin ? 
initiative, becoming sensual, using ^ ost 
his face and lips to obtain pleasure. ^^ yer 


R : 5 ith his M? « 
identical behaviour occurred with s clear tha 


fact that 


who managed the situation well. It € as 
in each of these contrasting behav ; 
representing the child's mother. F tio? 


" {fic 
It is well recognized that the d thos? 
made by these children are different un hey 
made by more normal children : mar nti of 
are called states of fusion, primary ide s thes? 
symbiosis (Mahler, 1952). Inasmuch “usio 
states are more than theequivalent of delt? o 
and hallucinations because they are fe per 
by the mother of these children, the m jay ? 
may be expected to, and indeed do, P 
particularly important part in treatment- the 
A common feature of the mothers ° jp 
three children was their devotion expresse 


—— M e, 
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pus them to be treated though I never 
third : E hopes of benefit. The second and 
hers rm came because they believed that 
Bude. m other ways of management than 
Reson: their children away from home. The 
Were Astle dir Midi by other psychiatrists 
Point 4 Convincing to them and I only had to 
that they. out for both mothers to conclude 
so lon y wanted to keep their children athome 

lm as I would see the child. Whatever 

err the mothers had about the treatment 

8ave them any verbal support. 


vu 1. This mother was by and large a good 
rth to Mother during treatment. She had given 
Utistic med other children and only this one was 
Case 2 € recovered considerably. — . 
and show Though his mother had many interviews 
er à Wed very good management by organizing 
revealed aggressive and ruthless nature, she never 
id so ee if anything of herself and when she 
truly E Stated the facts, inhibiting et oa 
Lepe bib which cecurred at the 
ime her h child's birth whic! „occu : 
killeg usband, a pilot in the Air Force, wa 
the sit she never showed a trace of feeling about 
Seein uation. When the time came to stop her 
toke me, she refused an interview I offered and 
Clusio, Off contact looking like ‘hell’. My own con- 
utis n was that she had adapted aspects of her 
Com ™ to ‘normal’ behaviour, becoming a highly 
Petent housewife and business woman. — 
intervie 3. This mother had at first upprodactiwe 
Casu. lews with the psychiatric social worker an 
Par; al ones with me in which she showed strong 
anoid trends, When these had diminished it was 
SBested she might go into analysis; she agreed 
Soon developed a delusional transference and 
to b er analyst after some months. She continued 
ler Ting her son to me, though any references to 
Or Inner state immediately led to intense persecu- 
y anxiety. 
"ei the other hand, there is no doubt t 
a ?ecome grateful for what is being done—5 
HL itis the ‘only constructive interest that I5 being 
en? and she is consistently reliable about atten- 
anes: She knows of my capacity to manage diffi- 
Ult situations with her son apparently better than 
er, for instance the incident I have cited over 
essing her child and this had made her feel ad- 
Miration for and rivalry with me. 


en 
bi 
a 


hat she 
e—she 
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This mother has gone to great lengths in manage- 
ment of her child. She has organized her home so 
that it is at once attractive and suitable for her son. 
The furniture is strong and the ornaments, unless 
out of reach of the boy, unbreakable. She and her 
mother look after him in what is, in effect, a good 
mental home for onecase. Her husband from whom 
she is divorced visits occasionally. 

The problem that presented itself was how to 
manage the mother-child unit and to understand 
more about its nature. It could not be done by 
direct analytic approach to the mother but perhaps 
something could be done by another method, i.e. 
by seeing mother and child together. 

I therefore decided to instigate some joint inter- 
views with the mother and her son together. One 
day, whenIthought from variousslight indications 
that there was a conflict situation at home, I asked 
mother and son to come together for an interview. 
A lot of information was given me by the mother. 
The boy was furious, he stamped, deployed his 
mannerisms and went through a chronological 
sequence of his mother's most guilt laden behaviour 
—to whit the conflicts her husband most and she 
less had engaged in over their son’s constipation— 
using broken up phrases which only his mother 
could understand. It took several interviews with 
the child alone to work through the trauma he had 
suffered from this interview. 

This seemed clearly the wrong way to set about 
joint interviews during periods of acute conflict 
though I had followed this procedure on other 
occasions when I wanted information of one sort 
or another; then the child and mother were not in 
conflict. I tried another approach. One day I noticed 
that the child’s mother looked over-wrought and 
her son was showing signs of there having been 
conflict between them. During the interview with 
the child, he was disturbed and soon wanted to go 
out of the room. This situation could usually be 
managed by interpreting the source of his anxiety 
and if necessary, following him outside for short 
periods, but on this occasion, knowing that he had 
quite strong fantasies (or ideas) of bringing me and 
his mother together to replace his absent father. 
I asked whether instead of going out he would like 
his mother to come in. He said ‘yes’ and though 
ee In E past had shown that ‘yes? is set 
reliable, I took him at his wor 
now say ‘no’. d because he could 

His mother was glad to come and talked abo 
his behaviour. How he had become unusually 
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omnipotent and obsessional, noisy, grizzling, 
violent. She talked about his rapid mood switches, 
his acute observation, his sexuality *he always has 
beenawakened from very young’, his ‘homosexual’ 
behaviour with his father on his occasional visits 
which upset her son so much; how an awful irrita- 
tion comes over him and he and she associate it 
with ‘his funny face’. He will come up and say 
“look mother I have got that face’, In letting all 
this be said I am assuming that I know the boy's 
mental operations well enough to keep in touch 
with what he feels, and that Ican follow, and make 
interpretations to relieve anxiety as occasion arises. 
This joint interview was profitable and not trauma- 
tic to the child. 

The idea being tested here is to look for cues 
from the child which will indicate the times that he 
can tolerate or want me to make contact with his 
mother. As we shall now see it may be that this can 
do more than act out the boy’s wishes, 

Some interviews later the boy was sitting in the 
chair beside his mother in the waiting room, with 


ran opening—no other 
parents or children are present. She tells me with 


even more vigour than before how frightful he has 
been: for three hours he Tampaged about the house 
Stamping backwards and forwards commanding 
things to be done for him, 

(I knew that when he does this i 


back from "school? (he 


attends an Occupation centre) till he had calmed 


down. 
The substance o; 
follows: the no; 
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P J am 
till he is satisfied—he can be satisfied 


assured. her- 
She records how she tries to accommodata 
self to John's omnipotence and up ched and 
Succeeds but sometimes her limit is Ee Pos 
then she will get furious and shout, she had 1 
enjoys it and laughs (six months ago r). Here sh? 
ported that he was terrified of her apa c used 
goes on to talk about her own ped after 
an automatic sounding phrase ‘I me and sh 
myself’, Her son's future is harrassing sh realitit5: 
Seems to compel herself to introduce x s he cou 
no goodschool will take him: all the p qut hat 
&otoaresoawfulshecannot send UE there i5 
She can give him is all he will get an to as an adult, 
the mental hospital which he can go n could 1° 
and she hastened to say that her son ch 1 intel 
understand what this was like, mu own way. 
polated that I thought he did know re disidenti) 
(Something had to be said by me iw ps 0 a 
me, in the boy’s eyes, from his mo herself M 
ness.) I remark that she only torments ch that st 
realities because she loves her son so FE how het 
would not part with him. She then te f 
mother takes over from time to time a 
after the boy in shifts; her mother 1s 
like she used to be. : .He 
During this talk the boy brightens UP. 
flatus—his mother protests ty ae nipulatine 
up the cardboard tube and walks o i the 
it; ‘shall we go?’ hesaysto me, andt 
reveals more about herself. She has 5 y 
her boy-friend—whom she was going asto ime 
has died, and she says this in such a uec despot 
that her sonis being felt to express her © here he i 
tion. I follow John into the playroom bet ue 
“Will yourunaround ?’ and the game val pulls b. 
Iget worn out and sit down he pushes manner? 
but I do not move and he starts his " 
walking about. isis, V 
e day the mother says that the es and 
has been continuing for about 10 days, is m 
in my interviews the child's anxiety 
reduced. : fs cein% 
The idea of developing a technique © clue 
mother and son together, by follow the 
given by the child with a view to hand ^ ev 
contents of their conflicts, is for aie put 
departure which has already proved usefi! (ud! 
as to when it can be used wijl take further te ue 
My impression is that it can only be of 
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pm a conflict is emerging and on the point of 
med rere: It is not therefore likely to 
core nt ulin making inroads on the essential 
that try "cR a view which confirms the idea 
two- e deintegration can only be met in a 
O Person situation. 
Pretative grasp has been gained through inter- 
Processe work of the child’s psycho-dynamic 
Temains 3 the autistic core of these children 
E eio: oot intact. In no case that I have 
literatur cet and never according to the 
itself, The asit resolved though it has modified 
need tan conclusion seems inevitable that the 
iscover ge cannot be met by any means yet 
asicall ed. This is what makes these children 
om Y $0 intolerable to their mothers from 
evotio ey yet can evoke such extraordinary 
Such s That this devotion needs delusions 
is anythi hose expressed in ‘I don’t think there 
Ti ede ing wrong with him" is not surprising. 
o votion, as far as my limited observations 
» Contains a delusion with whose help, if I 
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may so putit, therapy can occur and Tinfer that 
this is because it supports the symbiotic 
relationship. 

To treat a delusion as a basis on which 
therapy can be undertaken runs contrary to 
usual conceptions. That techniques and 
method need to be used by the therapist to 
participate in a delusion is indeed almost 
shocking and so it must be added that he need 
not collude in the delusion if he knows what he 
is doing. 

CONCLUSION 

It is sometimes said that therapy is no use in 
infantile autism. It all depends on what is meant 
by therapy. If by it is meant mental growth then 
therapy occurs. Indeed the three autistic children 
that have been discussed here all grew but not 
enough to satisfy the environment. It is my im- 
pression that in the autistic children under review 
more happened than with other children in 
therapy and that it is because not enough hap- 
pens that therapy is often judged useless. 
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The influence of the home background on the development of 
severely subnormal children 


Bv A. CASHDAN AND D. M. JEFFREE* 


INTRODUCTION 


ue mg research, like research in most 
hen Binet can be a double-edged weapon. 
Seales fo et and Simon first produced their 
Some Pes the measurement of intelligence 
bep, ane sa IE ad nof take long for 
eir Po des and administrators to realize 
Sübno ulness in the diagnosis and placement 
Us pen children. It has taken far longer 
he Int appreciate some of their limitations. 
Beneath sence Quotient proved to be a 
One thst Teliable and constant measure and 
cati Is relatively independent of specific 
il ce influences. This led on much too 
er Y to the belief that its eventual level was 
mined at birth, if not at conception, and 
System of education, in this country, 
by major, and practically irrevocable, 
tly PN about a child's education are regu- 
h aken early in his school life. It led also 
TA e assumption that children with 
from elow 50 could not be expected to benefit 
Now worthwhile form of education. — 
cce. sap, however, although it is still 
s ed that the 1.9. has considerable prog- 
Es value, it is no longer considered to be 
Posie ene of innate ability which d 
1949. x, levels of achievement (see 
; MeV. Hunt, 1962). 
2 a result one can be much more op 
Vere] iously so, about the development 
ee subnormal children. Such opum 
the eq r founded on a better appreciation o 
el ucational needs of these children than 
ied: had in the past; and this in its turn 1S 
ai ds up with the need to look more closely 
Pad subnormal child's home upbringing- 
Ver Department of Education, Manchester Uni- 
TSity, 


Where 
Cig} 


ictates 
Hebb, 


timistic, 
t of 


This paper will report a pilot study of rearing 
ractices carried out in Manchester and 
Salford last year, a further extension of which 


we are at present planning. 


THE HYPOTHESIS 


The typical training centre houses a wide 
variety of types of subnormal children: there 
are mongols, hydrocephalics, other brain- 
damaged children, those with autistic features 
and others who appear to be primary or sub- 
cultural defectives. Obviously, each case really 
needs individual educational treatment based 
on detailed consideration of the medical, social 
and psychological background. In spite of 
this, there is a surprising amount of similarity 
in the overall picture presented by these 
ldren. Most experienced teachers would 
agree about their inertia, rigidity, lack of 
curiosity, unforthcomingness and inability to 
make deep or lasting relationships. The child- 
ren are not as lively as those in a normal 
school and in general they are much quieter; 
enlightened treatment by the staff seems to 
mitigate rather than radically change these 
characteristics. 

Itisalso evident that many subnormal child- 
ren are slow to learn to talk and some are 
unable to talk at all. Some of the children may 
be over-active instead of inert; they may be 
superficially friendly, but the friendliness 
usually lacks permanence and depth. 

This characterization of severely subnormal 
children is startlingly similar to that of normal 
children who have suffered early maternal 
deprivation, often but not always associated 
with institutionalization. Bowlby’s (1951 
description is well known; he poi ) 
these children fail t Enden. o m 

© respond to the human 


chi 
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voice, show less initiative and are less vocal 
than babies in normal family conditions. 
Spitz & Wolf (1946), in a Systematic study of 
institutionalized babies, described them as 
having an emotional tone of sadness and as 
exhibiting a withdrawal from their environ- 
ment amounting to a rejection of it and as 
failing to contact strangers or brighten on 
contact. Other deprived children make many 
shallow contacts but fail to make sat 
deep or lasting relationships. 

In considering the concept of rigidity as 
applied to the subnormal, Zigler (1962) has 
recently suggested that such behaviour may 
not be constitutional but that it can be ex- 
plained in terms of the individual's life ex- 
periences. For our part we would like to 
Suggest more generally that the similarities we 
have noted between deprived and severely sub- 
normal children are not merely coincidental, 
but that a large proportion of severely sub- 
normal children may be suffering from the 
effects of deprivation in addition to their 
original handicap, while a few of them may be 
suffering from deprivation alone astheprimary 
handicap. 

There are many reasons for expecting that 
a high proportion of severely subnormal 
children will upon investigation be found to 
have suffered from deprivation of parental 
care. Some will have been brought up in insti- 
tutions, either through 
for other reasons. Ot 
from masked depriva 
not been physically 
mothers. Bowlby (1951 
distortion of maternal 
is unable to establish a 
with her child, with e 


isfactory, 


parental rejection or 
hers may be suffering 
tion though they have 
Separated from their 
) has described such a 
care, where the mother 
satisfactory relationship 
ffects similar to those of 
n the case of normal 
Such distortion of relationships 
associated with mental illness or 
instability On the part of the mother; when the 
child is subnormal, such difficulty in estab- 
lishing a good relationship with the child may 
be particularly associated with maternal guilt 
feelings. Discontinuous maternal care is also 
more likely amongst severely subnormal child- 


would be 
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> rs 
ren who are often delicate in their early Ye? 
and require hospital treatment. , 
Maternal deprivation is not the o he early 
adverse condition to be found in udi Levy 
experiences of the severely Ma over- 
(1957) has shown that gross GAE effec 
Protection could have a devasta of so 
upon development. In his mud ee that 
grossly over-protected subjects he pi 
an underlying feeling of guilt was ue 
the cause of maternal overprotecti ter risk 
normal children are obviously at eater al 
in this respect also. Many also nee S ildren o 
more prolonged care than norma t prob em 
may present special ue d establish 
and mothers may find it difficult h circum 
freedom for development in suc 
stances. 


ly likely 


THE PILOT STUDY 


We have attempted to demonstr ora mal 
these special problems by uen one of ” 
experimental study carried out dus z 
(D. M.J.) in the spring of 1965. dad 
with a mean mental age of 54 ie 1 were 
logical age range of 7-15 (averag Centr 
drawn from a Junior Training kae 
matched roughly for socio-econ ear 
ground with a group of ten pit fants 
normal intelligence attending an ga de: 
Two types of measurement were ducted iy 

First, a long interview was en also) © 
the mothers (and sometimes fat m 


f 
ate some ? 


s 
A i was c 
all the children. The intem eT under th 
Structured and was later analys 
following thirteen headings: stimulati? 
i 8. Language? jati 
^ ave 9. General d 
3. Overwork 10, Adult activ: 
4. Humour LIS Freedom 
5. Aspirations 12. Self-image 
6. Social contacts 13. Home care 
7. Contacts with sibs 


att 

Items 1-5 are concerned with parental wit? 

tudes towards the child and items 6- d ni 

social stimuli and opportunities affordé ree t? 
Item 12 was an attempt to assess the deg 


«te 
which parents (and other adults) drew ? 
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im Ee deficiencies in his presence, 
tion or ot] was a measure of early hospitaliza- 
Each c" absences from home. 
scale, the A was assessed on a three-point 
or ae hild being scored positive, negative 
showed on each point. Thus, if the mother 
child E reactions in talking about the 
cussin Te S no sense of humour in dis- 
reda E behaviour, the child would be 
imilar| Sgative. on points 1 or 4 respectively. 
activities, child who participated in adult 
in the ho helping’ with baking and odd jobs 
Siblings ce me, or who played freely with his 
Would p nd peers in the house, street or park, 
Tespecti scored positive on points 10 or 7 

Ively, 
a > three tests were devised and 
etermi Out with the children themselves to 
8ained "s independently how much they had 
ences o rom the kind of stimulating expen- 
normal 4 might expect to be provided in most 
homes. In effect, we were trying to 
Proviac whether these experiences had been 
ided. The tests were: 


Car; 


in UG 
2 Nursery rhymes 3. Adult activities 


* Games 


AN 
je three tests consisted of 36 items. The 
ean Were pictures or concrete material by 
img, of which a child's familarity with 
Could ating material in these three spheres 
a ane evaluated. For example, in Test One 
a who recognized a picture of Little 
th Muffet’ and started to recite the rhyme 
Sante prompting would score maximum 
i P for that item. Again, in Test Three a 
Hen recognized a hammer and not only 
that } M it was for but could demonstrate 
e DE did, and who had seen it being used in 
thatiten would gain maximum credit for 
item. 
ue he tests were carried out in an informal 
eres The children chose the order in which 
W Y took the test material out of its bag and 
ere allowed to play with it freely. 
si Tests One and Two failed to differentiate 
ignificantly between the two groups of 
Shildren, but Test Three, familarity with adult 


wi 
er 
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activities in the home, did differentiate between 
the two groups in the expected direction (using 
the Mann-Whitney *U' test, P < 0:05). 

Nine out of thirteen of the interview items 
showed a significant difference (at the 5% 
level or beyond) between the severely sub- 
normal subjects and the normal controls when 
a two by three x? formula was applied. Thus 
the mothers of severely subnormal children 
showed a significant amount of guilt feeling 
about the child, they enjoyed the handling of 
the child less, gave him less freedom and did 
not give him as much opportunity to take 
part in adult activities in the home; he had 
fewer social contacts outside the home and he 
joined less in the activities of his siblings; also 
his self image was a more negative one, he 
was treated with less humour and his parents 
showed significantly less interest in and lower 
aspirations for his future than the parents of 
the normal children. Although the other four 
interview items did not differentiate at a 
statistically significant level between the 
normal and the severely subnormal children, 
yet the differences were all in the expected 
direction. 

Tt may seem surprising in view of the general 
thesis advanced in this article that there was 
no significant difference between the groups 
in the fields of language or general stimulation. 
This may indicate a weakness in the central 
hypothesis but we suspect that various ad- 
ventitious factors in the sampling in fact 
reduced the differences. In the larger study 
which we are now engaged on we hope to 
refine our techniques and improve the samp- 
ling and matching procedures. 

Correlations were worked between the 
children's performances on the tests and the 

arental interview ratings, for both groups 
separately and for the whole sample together. 
The results were positive but fell far short of 
significance (R varied between +0-24 and 
4-0:37). 


DISCUSSION 


The aspects of home care which w 
S or e hi 
been trying to highlight are crucial both in 
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counselling work and in considering the kind 
of régime which should be adopted in Junior 
Training Centres. 


(1) Factors in the home 

Before a normal child comes to School, his 
parents and siblings will not only be talking 
and playing with him at home but, during 
much of the day, they will be occupied with 
worthwhile work on their own account. His 
mother has to spend time baking and cleaning, 
shopping and bedmaking and his father may 
be decorating the house or working in the 
garden. The whole family may visit relations 
and the siblings play cricket, read, knit, etc, 
These activities are not being carried out 
specifically for the toddler’s benefit but he is 
a great imitator and will try and have a 
finger in every one else's pie. This imitation of 
activities which are going on around him is 
a source of much early learning and a child 
who has been denied such Opportunities will 
even lack the basis for imaginative play and 
may sink into apathy and boredom. 

This imitative Stage may last longer for the 
severely subnormal child and it may also come 
later than for the normal child. F urthermore, 


ages than do normal children, who have passed 
through this crucial Stage by theage of five. For 
instance, Clarke, Clarke & Reiman (1958) dis- 


These conside 


in the sphere of language development. Hebb 
(1949) has sug 
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Starts from birth and much of the x 
child's education is in the home. The pé 
this learning are not always obvious -— 
ately. Experience often has to be -— new 
and organized before it manifests itse riod o 
skills. It may be that, in a sense, the pe js the 
maximum growth occurs when there In the 
least overt manifestation of new skills. nce 0 
case of the subnormal child the app ee, the 
new skills may be greatly a ee im 
period of ‘latency’ may be p kinds of 
portant. It would seem vital that al rovide 
experiences should be diligently Pie is 
during this period, however unproduc t 
may seem at the time. mos 
Speech development is probably sors 
crucial aspect of intellectual growth. e from 
baby reacts to the human voice ame with 
birth and soon begins to experiment med 
Sounds. His babbling is reinforced ate same 
by his mother’s pleased reactions. nac e 3 
time, and perhaps of equal impor me of 
child is set in the midst of an enviroD ent 
the spoken word. Much of this re ys 
is not specifically contrived for j| although 
benefit, though some of it will bes eyond bis 
much of what he hears will remain 5 24 utio? 
understanding for a long time, its odi ie 
to his linguistic growth is a very ut grac f 
important when considering the chi tor i 
ally widening field of compr: enea y Jear? 
what is taking place; the child is s A ong pee” 
ing to interpret events which have spk ew!) 
integral parts of his environment, i his asp?" 
presented or strange experiences. S op 
of learning may be underestima' s; ere 
thinks in terms of school ona 
children are often presented with new ex 


I 

at home learns by increasing his compre gy 
sion of experiences with which he is # 
familiar. i child 

Unfortunately the severely subnorma wor! 
is particularly at risk, in that the spoke? '. pjs 
can easily become less and less part ° ca 
immediate environment people do not sp ple 
to him because they despair of his being 
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aoe stand. And yet, his need for such 
Termal obi is much greater than that of the 
normal hild. Small wonder then if the sub- 
the are particularly poor at expressing 
motns in speech. 
Sen ot of speech leads to a further 
stimulat he adults may not only neglect to 
about n the child verbally, they may talk 
the mg in his presence as though he were 
old ern But even a baby, long before he is 
ice to respond to the phonetic pattern 
of the hu, responds to the intonational pattern 
assurance (rn voice, recognizing anger or Te- 
quite liket (see Lewis, 1963). Thus it seems 
may be ely that a subnormal child's self-image 
underst impaired long before he is able to 
~and fand fully what is being said about him 
teachers Our experience doctors, parents, and 
With is are often guilty in this respect. It was 
tion As in mind that we included considera- 
ild ; ne self-image of the severely subnormal 
Pw. Our interview analysis (simply by as- 
8 i the extent to which the child’s failings 
item discussed in his presence). That this 
sus, /Sctiminated between the two groups 
88ests that it is of some importance. 


Se: 


(2) Training centre practice 
ae Should like to comment briefly on some 
e Sible implications of this study for the 
"cation of severely subnormal children in 
a ior Training Centres. This field is begin- 
(196. to attract more attention and both Tizard 
af 4) and Neale & Campbell (1963) advocate 
‘hee -type approach. We would go some- 
at further in suggesting a régime, for the 
Younger children at least, which derives rather 
from considering family life and infant- 

Ting practices. 

80 hus the Junior Training Centre might be 
W planned that housework and gardening 
ine an integral part of the child’s whole en- 
ü Onment and not something taking place in 
P ak part of the building where free entry 
iscouraged and where ‘non-teaching’ staff 
ate employed. This infiltration by the children 
He the essential work of the centre would 
bring its own problems and some of the staff 
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might find the change in role difficult. Small 
toddlers can be a nuisance when people are 
busy and these large ‘toddlers’ would be even 
more in the way, but to deny the children this 
experience is quite possibly to deny them 
something vital to their development. 

Again, in school situations we have become 
accustomed to the idea of classes in which are 
gathered together children of similar age and 
ability. This idea tends to be accepted as a 
pattern for the Training Centre. There seems 
reason to doubt whether it is really appro- 

riate. Considering the mental ages of many 
of these children it would seem logical to 
provide an environment resembling that of 
a family unit with a mixture of different ages 
and freedom of movement from one part of 
the building to another. 

Severely subnormal children are often 
found to be passive and inert. It is not enough, 
then, to provide them with ideal surroundings 
and play material such as is found in a nursery 
school. A bright infant may himself initiate 
creative activities in such surroundings with 
the teacher in the background to advise and 
comfort. The severely subnormal child is less 
likely to do so and the teacher will find that she 
must initiate much of the play and take an 
active part in it. Then, through imitation, the 
materials will be more creatively used. 


CONCLUSION 


Even a small scale study of this nature 
suggests that some of the characteristics of 
subnormal children both at home and in 
Training Centres which we are inclined to 
attribute to their ‘subnormality’ may in fact 
have their roots in a variety of deprivation 
experiences. But with better counselling of 
parents and intelligent educational procedures 
we may be able to alleviate (or prevent) at 
least the secondary handicaps of many of these 
children. 

SUMMARY 

The hypothesis is advanced that many of the 
clinically familiar characteristics of severely sub- 
normal children—withdrawal, behavioural rigid- 
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ity, poor language development—may frequently 
be due not to their primary handicap but to the 
circumstances of their upbringing. Ina preliminary 
study the mothers of ten subnormal children and 
ten normal children were interviewed and rated 
on a number of aspects of child-rearing practices. 
Specially designed tests were also applied to the 
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ether the 
s stimu- 
analysis 

but the 


children in an attempt to investigate wh 
subnormal group had experienced ale 
lating early environment. The interview 
provided clear support for the hypothe ay large- 
results of the tests were more equivocal. 

scale study is now being planned. 
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INTRODUCTION 


e dA to discuss the background of 
Bounds. ren because there are many back- 
fe every Maori community has common 
both puma, each varies from the others 
Ways th ways that are easily defined, and in 
easy = are subtle and intangible and defy 
Sia: nition, Some of the more easily defined 
tribal T are based on specific mythology. 
ation t escent, affluence or poverty, Or afüili- 
secti a particular Christian sect or deviate 
i5 ma he less easily defined differences relate 
o: oi reis or to feelings of superiority 
tribe enerity engendered by the fact that the 
| ord was historically victor or vanquished 
. escended from liberated slaves. 

m This paper is essentially a condensed com- 
F Promise of much experience and research. 
d ues are a few Maoris of pure Maori 
Scent. By Maori is meant essentially skin 
colour and racial orientation—racial purity 1S 
Not implied. There is often an admixture of 
European blood, occasionally of Oriental or 
Asiatic blood and of non-New Zealand Poly- 
nesian blood. 


* Read at the Annual General Meeting of the 


Australian and New Zealand College of Psychia- 

trists in Auckland, New Zealand, September 1965. 

| + Psychiatrist, Auckland Hospital, Auckland, 
New Zealand. 

1 Deviate sects include Mormon and Ratana, 
the latter being a variant of Wesleyanism. In the 
1920's Ratana, who saw himself as the mouthpiece 
of God re-interpreted Wesleyanism. Specific 


Maori sects are Ringatu and Hauhau which are 


essentially nationalistic interpretations of the Old 
owing 


Testament. These were developed in and foll 
the period of Maori-European hostility in the 


mid-nineteenth century. 
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Aspects of the background of Maori children* 


By L. K. GLUCKMANTf 


The population distribution in April 1961 
showed there were 167,000 people of half or 
more Maori blood in New Zealand. Of these, 
95% were resident in the North Island and 
the great majority of 71% resided in the 
Auckland Provincial area and East Coast of 
New Zealand. There are no available figures 
as to the total populace in New Zealand who 
have some degree of Maori blood. 

Maoris are found living in several distinct 
environments. At one end of the scale a small 
minority live in small, isolated rural communi- 
ties which are strongly nationalistic and retain 
many links with the past and often subscribe 
to nationalistic religions. At the other end of 
the scale are the increasingly large number of 
Maoris who live as a racial minority in the 
larger Northern cities. These people are often 
detribalized and ignorant of and disinterested 
intheir traditional roots. Between the extremes 
are the Maori groups which form substantial 
communities in the smaller North Island cities 
and towns, particularly in the Auckland Pro- 
vince and around the East Coast. 

The main body of Maoris can and do adapt 
to Maori or European life according to the 
predominant situation and environment. Be- 
liefs may fluctuate in their emotional effects 
according to the situation. The Maori may 
successfully deny much of his heritage in a 
European setting and yet in a Maori setting 
the denied beliefs will be accepted as factual. 


HISTORICAL BACKGROUND 


There is no word for ‘family’ in the modern 
sense in the pre-European Maori langua 
Ancestry was traced to a Waka or a canoe ir 
which the remote ancestors had voyaged fi A 
Hawaiki to New Zealand. The famil r 
or whanau consisted of three Ae E 
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man and wife or wives, the Progeny and grand- 
children. With natural enlargement a clan or 
hapu was formed, and with further enlarge- 
mentan iwior tribe. Intermarriage and descent 
formed a common ancestry, created a tribal 
unity. The word whanau really means kindred 
and both the individual and family were lost 
in the Whanau which can be regarded as an 
extended family. All thought and activity 
centred on the group and not on the self. The 
study of the Whakapapa or genealogy empha- 
sized heredity and consanguinity and fostered 
pride in ancestry and the past. The community 
lacked family life. The whare puni or sleeping 
hut usually contained several families. The 
names for mother and father applied to aunts 
and uncles; brothers and sisters included 
cousins. Nephews and nieces could be styled 
my children. Hence the original Maori fa 
was not a self-contained cohesive unit. 

The children in Pre-European New Zealand 
then were the Property and asset of the com- 
munity, rather than the parents. Any woman’s 
child was every woman’s child. It was by no 
means uncommon for women to breast feed 
the children of others. The upbringing of the 
children was undertaken by the community 
as a whole and the true parental influence was 
minimal. Should the community disapprove 
of parental techniques the child would be sent 
elsewhere. The fundamental of education was 
the development of courage and initiative, 
Hence a father would rarely punish a child lest 
he be punished by others for hindering its 
initiative, 

As future warriors 


mily 


and warriors’ Wives, 
d to be bold and head- 


authority. 

Children ran about n 
of age. Indolence in 
censured as it resul 


aked until 7 or 8 years 
young people was severely 
ted in trouble to the indi- 
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$ imate 

vidual, the community and his ultim? 
descendants. Zea- 

When the European discovered ei He 
land the Maori was still in the stone p. 
had not discovered the use piede s 
facture of glass or pottery. He ha especially 
speech. Polygamy was corn addition slave 
among the aristocracy and in a 1840's about 
concubinage was common. By the selytized: 
One-quarter of all Maoris were er verys 
This meant the end of polygamy, pon intro" 
adoption of European clothing, he loss 9' 
duction of alcohol and diseases, t of Maor! 
land and above all the miscegenat on i type 
Women, often by immigrants et) the de 
Missionaries zealously attempte jd Mao! 
Struction and obliteration of the 0 t 
beliefs and ways of life, considering 
manifestations of Satanism. realize he 

By the 1860’s the Maori began e pis land 
was losing his race, his heritage A which it 
This led to the historical situation i whites 
Was resolved to sell no more land to E ate 
The European now manipulated tie nd defeat 
that led to the Second Maori yar Maorido™ 
ofthe Maori. This situation divided support 
into two groups, one which either $ SN 
the white or did not actively oppose the latter 
the other, the so-called rebels. A: nd con 
Were defeated they suffered much of certai? 
Scation that reflects in the status ° so-called 
communities to-day. For many t hard 
rebels the Maori war resulted in poverty» 
ship, loss of dignity and prestige. 


hese 25 


SOCIOLOGICAL ASPECTS 


This historical background has res nflicts: 
profound sociological influences, on in fo 
anxieties and guilts. These can be se alizatio? 
generations of Maoris. This is a vues gene ^ 
and there will be exceptions. The firs eu War 
tion aged 10-20 at the end of the Maan 
survived until the 1920's. This woe ener 
rich in Maori knowledge but a divide m h 
tion. One division, the issue of those W Tatio: 
allied with the white immigrant pory ori 
endeavoured to reconcile European an 


M 
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a setting. The other division, the 
nationalistic eated rebels, remained intensely 
European ed and did their best to prevent 
ehcroachm ucational, cultural and economic 
much a in their domain. There was 
ostility is iius this generation and this 
Various d uncommonly found between 
The 20. even to-day. 
the cant dren of this divided generation are 
intense] parents of to-day and are generally 
rebat Maori. (by to-day's standards) in 
iw. f ion. Their children, the third genera- 
cations and large have had a mediocre edu- 
teacher $ were frequently punished by white 
ive E or speaking Maori at school. They 
culties Xperienced social and economic diffi- 
Son of racial origin, especially in times of 
omic depression. 
origin © of this third generation resented t 
Benem and had little interest 1n it. To 
ight tion a European adaptation to life was 
ioo y desirable. The children of this genera- 
lie are the ones with whom we are concerned. 
T" S children are often in conflict. They are 
hn t between the parents who know little 
| wish to know little about the racial 
5 CER and grandparents who are interested 
in he intense and present Nationalistie revival 
association with the Nationalistic religions. 
A S the grandparents have a profound influence 
n the grandchildren, the latter often do not 
Quite know who or what to believe. 
_The adolescent child realizes that there are 
‘Sadvantages in being Maori. There is à 
unt morbidity and mortality rate, à sub- 
antially higher incidence of crime and anti- 
Social conduct, education attainments are 
Poorer, a high proportion of all Maori occu- 
Pations are unskilled or semi-skilled. In certain 
areas there is discrimination in regard to ac- 
Commodation. In some towns he will not be 
admitted to the best seats of a theatre OF even 
be able to get a haircut. He is often suspect as 
à credit risk and is well aware of the difficulty 
in obtaining a good clerical or responsible 
Position, He is aware that many whites dis- 
criminate against him and this applies es- 
Pecially in unskilled occupations and among 


heir 
this 
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the more uneducated where the only hierarchy 
of the white is in terms of ethnic origins. These 
situations are not universal but occur suffi- 
ciently often to require consideration. Maori 
university students have told me of their inner 
feelings when white girls refuse to date them. 
It is poor comfort that the same girls may 
reject white students. 

The above liabilities are often compensated 
for in the home and Pa (or Maori community) 
by denial and disregard. A hospitality is de- 
veloped in which food and friendship are 
paramount. Here the Maori is again a Maori, 
his home is his Pa. The insecurities of the 
outside world are walled off. Foods which are 
traditionally Maori come to the fore, although 
paradoxically most of these foods are early 
European introductions. There are singing, 
action songs, stories concerning racial prowess 
and the mana or prestige of the individual. So 
in the internal domestic world there is not 
only compensation but often concepts of 
superiority. But the external world inevitably 
must be re-entered. 

The family begins in the home and the 
Maori home must now be considered. In 1961 
there were approximately 27,000 houses oc- 
cupied by Maoris and of these 7% or 1900 
were huts or batches. Of these 27,000 dwellings 
10% or 2700 had 10 or more occupants. 
Almost half the houses had four rooms or 
less. The average one-roomed house contained 
2-5 Maori occupants, the average two-roomed 
house 4 people, the average population per all 
homes is 5-5 as opposed to the non-Maori 
figure of 3-5. The general picture is one of 
smaller and more overcrowded homes. 

A statistical survey shows generally Maori 
houses are inferior to non-Maori houses. Sub- 
standard features reflect in the substantial 
lack of baths, piped water, flush toilets, re- 
frigerators. and washing machines in Maori 
homes. This lack of sanitation reflects on bot 
the health and social standing of the ay 
tants. Adequate housing is a must for fa: : 
status, for social acceptability and asso iind 

RAP É ciated 
opportunities in education and employment 

It has been shown that Maori life inis 
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originally communal. Even the provision of 
modern housing does not prevent this. The 
Maori likes living under group conditions and 
often several will sleep in one room even 
though several rooms are available. This com- 
munal life is probably reflected in the fact that 
about half of all Maori crimes involve pro- 
perty. Certainly in many rural Maori areas 
normal borrowing is often borrowing without 
authority and in an urban area is indisputably 
and sometimes incomprehensibly theft, The 
intent to return is often present. Many Maori 
adolescents cannot defend themselves in a 
court because they just cannot logically com- 
prehend the reason for the court appearance. 
The real reasons for the high Maori crime rate 
are debatable but poor housing, poor educa- 
tion, bad company in the urban situation and 
alcohol are all factors. The Maori incidence 
of law breaking is over three times as high as 
the non-Maori incidence, 

The crime rate in the years 1956-60 in the 
Maori has risen 50 96» Whereas the European 
rate has remained static. This in particular is 
related to urbanization. In 1936 about 9 9, of 
Maoris lived in towns. In 1961 the figure was 
33 %. Of these urban dwellers about half are 
between the ages of 15 and 44 years—that is 
are in an active working age-group. Few are 
either employers or self-employed. Many will 
be parents. Most are employed in factories, in 
transport, in construction work, The average 
Maori income is substantially lower than the 
average European income and as the average 
Maori family is larger, this means less can be 


spent per capita in the family. In practice, this 
smaller amount is 


should be. 

Corrective discipline in 
home can be described as ‘rough and ready’, 
It is rarely cruel, Corporal punishment is 
usually an impulsive blow which relieves the 
corrects the child. Oc- 
violence is used to beat 
Which are believed to be 


the average Maori 


L. K. GLUCKMAN 


Nc 
unnamed system of spiritualism. There E aif 
brutality than before in Maori parna real 
part this is a result of loss of granop tribal 
authority. Ona level of communal ger 
Pressures precluded brutality or har or 
As a rule there is approval of pe 
punishment by teachers. Such ae when 
may be encouraged and even requeste wel 
the child’s work is substandard forresso 
outside the child-teacher situation. lly for 
Alcohol is taken by adolescents Es al 
kicks, or because it is considered man J ties 
adult to drink, In many rural i" ado- 
there is little if any parental Rec mselves 
lescent drinking. When the parents oe fe, they 
drink heavily and have a rich social 3 "thei 
have little true knowledge of wha 
children do, ject 
In ancient times Maori marriage was wed 
to its own laws and these laws, m 1952 
form, applied until recently. Only oe ae 
has the Maori been subject to the | is tha 
European Marriage. The result of this This i 
there are still many de facto mes 6%° 
reflected in the fact that in 1961 pup of, 
Maori men were single compared 1e en wer 
white men and 25% of Maori yeis 
single compared to 20 % white wome i ilt 
I have never heard a Maori ex ouem ov 
Over de facto marriage, and only qe i 
illegitimacy. Neither carry a social is con 
the Maori community. Sex cum | the 
panal rather than individual. Generally 1°; 
is no great anxiety about sexual cur menor 
children. Menstrual discomforts, Rt rare iP 
thoea and guilt over menstruation thee’ are 
Maoris of all age-groups. Althoug t sexu 
no statistics, the incidence of E A 
experience is high but there is ems i 
guilt. Histories of festus relatio anxie 
patients are common and again rarely 
ilt producing. 
E not nis and indeed was ur to 
until recently, for children to be g t havê 
various relatives who may or may E and- 
children of their own. By some the firs z rpa 
child is regarded as the property of the p: 
grandparents. 
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ene after of the child is often 
Siblings, TH bi neighbours, grandparents and 
reliance, | his sibling care leads to an early self 
find an aa rural areas it is not uncommon to 
family oe preparing breakfast for the 
and milk Áo 14-year-old may arise at 4.30 a.m. 
as been orty cows before going to school. It 
tion of dele by some that this delega- 
Child as € parental role is interpreted by the 
ejection i rejection and that the trauma of 
nowledge a factor in later social problems. 
this, © geable Maoris invariably dispute 
Problem E Maori teacher with whom this 
teenager was discussed said that in his view 
links PA generally have strong emotional 
elis the parent and that if there is any 
sibs an "i a8 well cushioned by affection from 
told m relatives. Many Maori teachers have 
affecti € that they find Maori teenagers unduly 
is boe and attention-seeking. However, it 
Olds à in that an undue proportion of 5-year- 
PSycl re very timid at school. Experiences In 
-Jenotherapy lead me to suspect that the 
Eu timidity and the subsequent at- 
won seeking of the teenager are both related 
maternal rejection. 


are Cachers in the infant sch 
invariably female. Lack of an adequate 


diet child relationship may well cause 
culty in the child-teacher relationship. 


oolin New Zealand 


EDUCATIONAL ASPECTS 
Many of the educational difficulties of 
aori children reflect the impoverished intel- 
tual environment in the home: Most Maort 


a have had an inferior education. The 
ore rural the area the truer this statement is. 
hed the secon 


Ro parents have only reac d 
rs third standard at school and have ais i 
i antial educational inferiority which they ar 
loath to admit. This finds expression In 
Jealousy, resentment and disinterest in the 


Child's education. Many parents have no 
Few 


Tealization of the benefits of education. 
Maoris in rural areas have any i 
tertiary education implies. Pride in the ©" 
is often equated with the belief that the chi 
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is well endowed and there may be resentment 
at the poor progress in school. Often the 
common failure to pass the usual secondary 
school examination at the end of 3 years is 
rationalized by the parents as an example of 
racial prejudice. It is rare in my experience to 
find a shelf of books, a dictionary or an en- 
cyclopaedia in most Maori homes. 

The literature in the home is commonly the 
newspaper, sensational pictorial magazines 
and the simpler western paper-backs. It is not 
possible to generalize, but several teachers 
experienced in Maori district high schools 
have told me the median reading age of Maori 
child entrants to secondary school is about 
7 years, OF about 6 to 7 years below the reading 
level for the chronological age. 

These children then have a very restricted 
English vocabulary. The parents tend to ex- 
press themselves concretely. Concepts become 
condensed into vogue words which have a large 
range of meaning such as * Maori sickness' for 
almost any illness, Of *Maori clothes’ to 
describe a large variety of flamboyant dress. 

As has been mentioned, many parents are 
also the product of an education in which 
Maori was forbidden at school. It is not long 
since children. were punished for speaking 
Maori at school. Hence the poverty of vocabu- 
lary in the home in the bilingual sense. This 
may make it difficult to make contact with 
certain Maoris in psychotherapy. Ignorance 
of vocabulary may be interpreted as resistance, 
defiance’ or negativism in many other life 
situations. 

In some areas parents want the advantages 
of the new education pattern but have no idea 
how to achieve this. Frustrated ambition may 
be the result ofa lack of qualifications or a lack 
of know-how. 

Most teachers believe there is a good and 

ositive relationship between the parents’ 
secondary education and progress at school. 
This may be because the group sees the need 
for homework and encourages this 
rate does not discoura i 2 onateny 

; ge this by demandin 

the children to do extra chores such a 
domestic or farming duties. Rural teachers 
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believe much absenteeism from school is the 
result of such chores rather than illness. 

In rural areas where there is much seasonal 
or contractual work, the children may be left 
for long periods. The oldest child. not old 
enough to, say, go shearing, remains in charge 
of home and as this child will often be at 
secondary school, the effect on both the 
standard of work and family care will be 
obvious. 

The Maori children in the European school 
tend to create their own small community. 
This is almost self-imposed segregation. 
Teachers in such schools have told me Maori 
children will absent themselves from school 
for little reason; that the adolescents are pro- 

miscous, that by and large Maori pupils in city 
schools are in lower ability classes, are good 
fun but a nuisance as their disinterest retards 
others. Some teachers resent conversations in 
Maori and it is true these conversations are 
often cheeky and offensive. 

School phobia is rare in Maori children; it 


is must much easier to truant or to isolate 
from classroom activities. 


PSYCHOLOGICAL ASPECTS 


In the Maori family communication be- 
tween parent and child can be considered as: 


(1) Directive in terms of Positive com- 
mands. These are brief and to the point. 
(2) Affectionate in terms of emotional con- 


tacts and often non verbal, implied by glance, 
attitude and gesture. 


(3) Informativ: 
instructional, Tt i 
communication 
in its histo 


€, thought provoking and 
s at this level in the main that 
fails. Maori culture at no time 
Ty was a Problem-solving culture, 
Inthe home living is essentially for the moment 
in terms of concrete rather than abstract con- 
cepts. Doing is more important than thinking 
Or reasoning, 

Factors which hin 
growth and intellect j 
a very real and low tolerance 


for insecurity 
and an exaggerated fear of ne 


w, novel and 
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unfamilar experiences and situations. € 
often result in a shyness and cepi 
under disciplinary investigation in det 
Many Maori children are mute and un MU 
sive, unable to speak in their own defen 5 E 
inexperienced teacher often kac hee, 
a sign of rebellion, guilt or lack of ee a 
The city child and its parents are con we 
bombarded with a flow of facts, sie The 
and experiences from the outside wo "pe 
rural child is in a different situation wo 
comparatively few such i-i eges an 
Over, these impressions are long notagival 
make less impact. This is a techn Me 
age and the effects of innumerable “child far 
of technology seen daily by the city oe with 
outweigh the advantages of close con More- 
nature that are the lot of the rural — to be 
over, the changes in the urban seus a at there 
impressive, speedy and substantial; th ranges 
will be an impression is inevitable. The c see 
on the rural scene are often so gradual P likely 
imperceptible. There is then much eciam the 
to be a response to the urban rather t 
rural environmental stimulus. A is hospi- 
The characteristic of Maoridom is hether 
tality and this must be extended to all w n de- 
liked or disliked. Such hopsitality is o dis 
veloped to the point of hardship althoug wit 
is carefully concealed, Such hospita iy. im- 
its great emphasis on food and -—À as it 
mediately disadvantageous to the chi dvan- 
discourages thrift. Tt is remotely s suit 
tageous in so far as it is a factor in the o oai” 
and its many complications so often enc ntis 
tered in the adult Maori, The Maori pare hi 
indulgent with money although the ub 
rarely saves this. Food, equipment for Quem 
and entertainment and clothing are the C 


ent 
mon expenditures. Cash is usually SP 
immediately, 


CLINICAL ASPECTS me 
Children are wanted. It is rare in the extre " 
to meet a Maori woman who does not tively 
her Pregnancy. Breast feeding is e 
frequent. There is little emphasis on 


qu ith warmth 
training. The children are treated with wa 
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and enthusiasm by the family unit especially in 

the pre-school years. It is in my experience 

Singularly unusual to hear of Maori children 

in rural areas who are incontinent, or enuretic, 

Lud bite, stutter or sleep walk. Thumb 
ing is rare. So are fainting spells. 

Maori children are gregarious. In this 
pU tensions, anxieties and insecurities 
S e acted out. This leads to petty theft, 
rw à symptom of a disturbed home con- 
"sas and in the adolescent group, car con- 
ne and sexual assault. These are often the 
Sion i: result of a sense of injustice often 
dsl. t to the surface in adolescents by 
ins 2 Often the car conversion or sexual 
" ult is a symbolic attack on the European— 

n attempt at revenge, an attempt to show the 
fe ey can master the European property or 
A ale. Sexual assault is rarely reported unless 

Non-Maori victim is involved. 
sd pre-European Maori believed all illness 
im the exception of war wounds to be the 
$ ult of supernatural forces. There was no 
Ympathy for the sufferer and because of this 
E of sympathy no system of medical practice 
J. ved. The sufferer had broken certain rules 

Conduct and behaviour known as tapus. 
apu is a term which is not easily definable. 
us it can be considered as meaning *thou 

E not’. Transgression of a tapu resulted 
e often still results in illness Or death of 

Puted supernatural origin. The force which 
Punishes for the breach of a tapu is called 

mana. This word is also difficult to define. 

ana and tapu have many shades of meaning. 
i esoteric Maori belief there are some 

Venty gods and of these all but one are 
,] "volent to man. The exception is Whiro te 
ipua. The benevolent deities protect mankind 
Tom the scheming and machinations of Whiro 

Who lies in wait to steal the souls of man. The 

aori recognizes many types of soul in the 
One body. 

Should an individual break a tapu then the 
enevolent deities withdraw their protection 
“aving the individual hopelessly exposed m 

© operations of Whiro. Yet paradoxically 
and illogically other gods can punish with 
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disease by virtue of their own mana. Those 
illnesses and sicknesses of supernatural origin 
are collectively known as makutu. Without 
the concepts of tapu and mana there could be 
no makutu. The full subclassifications of 
makutu are complex and often illogical to the 
western observer although only rarely so to 
the Maori. 

Makutu may result by the direct mana of the 
god, Whiro, or through the intervention of 
a priest of black magic, the Tohunga Makutu. 

It would be impossible to list all the tapus. 
They are innumerable and cover all aspects 
of Maori life from birth to death. They vary 
regionally, locally and often individually. 
Human beings, human actions, objects, pos- 
sessions, geographic areas may all have tapus. 
The greater the degree of cultural indoctrina- 
tion the greater will be the fear of breaking a 
tapu. Ignorance of custom or tradition is no 
excuse. For instance, to speak offensively of 
an elderly, strange or dead Maori is to invite 
disaster. It is a tapu to light a fire for cooking 
with wood from a tapu log or to trespass on 
ancient sacred areas Or burial grounds. As 
such areas are often tribal secrets the travelling 
Maori is frequently in à tension-producing 
situation. He will often ask what areas are to 
be avoided. But his children may not. 

Individuals too have mana and this mana 
is transmitted to all his possessions. This mana 
survives after death. To improperly handle any 
object bearing mana is to break a tapu. Hence 
should a child find an ancient artifact such as 
an adze or ear pendant and take it home, or 
even worse sell it, break itor wear the pendant, 
then tremendous anxiety may affect the family 
unit. Illness and disaster will be philosophically 
anticipated but not calmly accepted as retri- 
butive makutu. This makutu does not of 
necessity affect the transgressor but may 
attack any, often the weakest member of the 
family either fairly immediately or at a remote 
point of future time. All this makes for the 
ready acceptance of natural phenomena as 
supernatural. 

Theoretically and in the popular view edu- 
cation has eradicated concepts of makutu. In 
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clinical ethnopsychiatry in New Zealand con- 
cepts of Makutu are very common. The 
particular relevance of makutu in child health 
can be gauged by the fact it is likely to be the 
diagnosis by the family or group for: 

(1) Congenital defect. 

(2) Familial disorders, 

(3) Chronic disorders for which there is 
Poor response to orthodox treatment such as 
epilepsy; chronic skin disorders; chronic 
osteomyelitis; brochiectasis and poliomyelitis 
with deformity. 

(4) Disorders in which the Physician has 
given a wrongly favourable Prognosis. 

(5) Benign self-limiting disorder often 
treated today by Maori ritual. Children are 
rarely directly educated in the Concepts of 
makutu. They acquire these Concepts by 
rumour and gossip, especially if there happens 
to be a case in the known environment, 


must not be uttered because 


of the dangerous 
mana inherent 


in the name. Wheiwheia, 
meaning enemy, is the euphemism used. 
Maori children do, then, have highly 
Specific fears. These commonly are: 
(1) Fear of ghosts and spiri 
known as Kehua, Atua, Wairua and Kikokiko. 
The word mate means sickness or death and 
clinical Syndromes, which have nothing in 
common except the aetiology, are encountered, 


mmonly in Maori 
bid and undue fear 


ts, variously 
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ersonifi- 


regarded by many as the supreme P Bit 


cation of Whiro te Tipua, the God Ne s 
Magic, who is responsible for all natur 
human disease and suffering of a: 
origin. There are very many similar tribe an 
beliefs which may vary from tribe to 
even from family to family. ramo 
(3) There is a fear of the breaking f super 
customs as this will lead to disease O 
natural origin. There are many rum who do 
accounts of what happens to yenit ac 
transgress and these rumours if there 
cepted as factual. In some areas W. there i$ 
are substantial missionary cdi m o 
the paradoxical belief that rai o 
new beliefs will be punished n that of 
Supernatural origin, identical bem * pagan 
former days but no longer caused mild in such 
deity. It is probably difficult for a c f vario 
areas not to absorb fragments ©! f for the 
beliefs. The result, of course, is à ledit 
individual that is illogical to the ue 1lectuall 
adult but is emotionally and inte 
operative in the adherent. dept of plack 
(4) The Tohunga Makutu or a pee |. 
magic is feared, and so are his chi comma 
Children are feared because they 1timatel 
the influence of the father and mail ri induc 
either be taught or inherit the xc le ay 
black magic. The children of the Ti » toys, £0 
Coerce other children into giving Ko T have 
money and even coerce them into t anxiety P 
known several children suffer much the 
this direction. à of 
Maori children acquire their ae peak 
racial supernatural by rumour, oe strong ^ 
say, hetero-suggestion which are $ ultura 
Some areas as to be regarded as a € ad i 
doctrination. Both auto-suggestion facti 
hetero-suggestion may be based ae whic 4 
experience or observation or ue accept? 
accepted as factual. Much of what zl limiti? 
as black magic is, in fact, benign se yer 
disease, episodic or periodic diseases nurse 
theless, the community give the cept js 
credit for the natural remission and ac 
concept of causation, 


f racial 


Z 


n 


d 
rap 
For instance, a girl aged 10 developed £ | 


ours ane 


| 
d 


dom— — 
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m Š 

edi this failed to respond to orthodox 

discovered E was taken to a Tohunga who 

Tom a b she had stolen some lemons 

having hine growing on a sacred area after 

Brandmothe, warned by the mother and the 

This T - of the dangers. 

Presence ohunga stripped her in her mother's 

eel fat, ba annointed her with a foul smelling 
» bathed her using sea water and no soap 


dressed her, When this did not help she was 


al 
org D a second Tohunga who confirmed the 
Shark in treated her by having her eat dried 
Chants Wind EOR with karakia or ritual 
View th en she failed to recover all took the 
Nas e transgression was so great no cure 
Possible, 
inten ionale of the above treatment is of 
feared d cue tuna or eel was à universally 
Use of isease or death-producing agent. The 
agent cel fat symbolizes the disease-inducing 
allen be destroyed by a similar agent of 
incor mana. Likewise the eating of the shark 
po alge into the eater the qualities and 
a Das. 9f the shark. Bathing in sea water is 
of Ba. "Christian introduction, a re-enactment 
tt Ptism and washing away of evil. The eel 
Som 90 is a replacement for olive oil which 
Hd Tohungas use. In this way the Tohunga 
bigis es with the missionary. Soap is for- 
tot en as it contains animal fat and it is a ‘apy 
"ibas the body with any food product. 
Stic one church-sponsored hostel for girls the 
un were compelled to cook their vegetables 
he copper in which their clothes Were boiled. 
ta is was a deliberate attempt to ridicule the 
: Iu of food and the body. All went well until 
vhi: arrival had a series of epileptiform 
eae Significantly she was well versed in 
aditional lore. The result was an epidemic of 
panio within the hostel and a rapid resurgence 
1 the beliefs of Mana, Tapu and Makutu. 
hese concepts do affect group behaviour. The 
ie aori menstruating female is tapu and in one 
ea is forbidden to bodily contact à toilet 
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seat. Local adolescent girls, under missionary 
influence, would bravely defy this belief and 
boast of their courage to each other. One such 
girl was stricken with an acute systemic viral 
infection. Within a few hours some dozen 
transgressors were all exhibiting various mani- 
festations of anxiety. The common feature to 
all cases was hyperventilation. Hence an epi- 
demic of hyperventilation is based on group 

ilts and fears brought to a focus by the 
misinterpretation of a natural disorder in a 
member of the group. 

Another adolescent with epilepsy was like- 
wise told her disease was a punishment by 
hosts because she lived in a house built on an 
old sacred spot. The treatment was to cease 
all medication and to boil parsley in water and 
k a glass daily for 3 days. When status 
epilepticus occurred, the view was advanced 
this was because the therapeutic ritual had 
not been applied in its minute detail and 
e of this the disease would continue; an 


drin 


becaus 


apt prognosis. 
I have seen Maori children suffer from so- 


called supernatural disease as a result of 
stealing flowers from a chief's garden or from 
stealing a chief's corn or water melons. The 
mana of the chief attaches itself to these 
objects. 

The above are examples of educational 
cultural indoctrination. It is difficult at times 
to decide whether the Maori problem is one of 
the isolated community, one of the economi- 
cally poor or educationally poor community. 
one of the religious minority or one of ethic 
origin. Obviously at times there is much over- 
lap. However, in the words of a Maori univer- 
sity graduate patient of mine *Maori is more 
than a nationality, more than a skin colour. 
more than a language. It is a fact. We are n t 
brown-skinned people who desire to beco: o 
white: We are Maoris’. While such views "n 
it is justifiable to consider ethnic factors i a 
background of Maori children. ae 
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therapeutic communities 


By T. M. CAINE anD D. J. SMAIL* 


INTRODUCTION 


o d study is part of a programme 
therapeut concerned with the evaluation of 
Ogical t ic community methods of psycho- 
cl A cmm Studies describing test score 
munit Aen ipe the therapeutic com- 
neuro Treatment of neurosis in the Claybury 
Caine ze nits have been published (Martin & 
as 1963; Caine 1965), and Caine (1964) 
general na personality differences between 
ethe nurses and mental nurses working in 
m ayn community wardsat Claybury. 
Seems ough these studies are continuing, it 
Teaso essential at some point to arrive at a 
3n S; d clear idea of what is meant bya 
in ioe community’ and what is involved 
Chie method of treatment. Only too often 
out E eatment methods ‘evaluated’ quite with- 
gen cference (in anything but the broadest of 
eralizations) to the beliefs and attitudes of 
ach carrying out the treatment and the effect 
beliefs and attitudes have on the patients. 
Rapoport (1960) has outlined six beliefs 
m ich he feels underlie all therapeutic com- 
Unity endeavour: 
(D The total organization in which the 
Patient is involved affects the therapeutic out- 
ome, 
$ Q) The social organization is no 
ackground to treatment’, but is à 
dat can actually improve therapeutic effects. 
(3) Central to the social organization is the 
revision of opportunities for patients to take 
active part in the affairs of the community. 
ace All relationships within the hospital— 
Ose between patients and patients, between 
Staff and staff, and between patients and staff 
—are seen as affecting therapeutic outcome. 


t simply à 
vital force 


* Claybury Hospital, Woodford Bridge, Wood- 
ford Green, Essex. 


(5) The quality of the ‘social atmosphere’ 
engendered within the community is thera- 
peutically important. 

(6) A high value is placed on communication 
between all members from a therapeutic point 
of view. 

A perusal of the relevant literature suggests 
that these beliefs are fairly widely accepted 
(Jones, 1952; Bloch, 1961; Martin, 1962) by 
the pioneers of this method of treatment of 
mental patients. As stated, however, it is clear 
that Rapoport's listed beliefs are too general 
and too vague to be of much help in the 
identification and definition of the essential, 
characteristic therapeutic community ethos. 

A first step in a greater clarification of this 
issue, we have argued, is to ask the people 
involved. The rest of this paper is concerned 
with the development of a questionnaire to 
this end and its application to medical staffs 
of a number of hospitals using a variety of 
treatments.* We have limited ourselves here 
to a comparison of the attitudes to various 
aspects of treatment of therapeutic community 
medical staff and medical staff of other 


orientations. 


METHOD 


In order to avoid as far as possible building 
into the questionnaire our own assumptions 
about what people feel to be important in 
therapeutic community treatment, we decided 
that we should conduct non-directive, tape- 
recorded interviews with a small sample of 
doctors, nurses, ancillary staff and patients 
Ideally we should have liked to interview staff 
who subscribed to more traditional treatment 
methods than those used at Claybury, but 
considerations of time and facility limited nis 

* Weare extremely grateful to all those doctors 


who were kind enough to co-o i 
E d -operate in i 
our questionnaire. T completing 
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to the Claybury population. However, most 
of the staff we interviewed had at some time 
worked in settings very different from the 
Claybury therapeutic community, and were 
able to draw useful comparisons between 
different types of treatment. 

We had no fixed idea about how many 
interviews should be conducted, and in 
practice stopped interviewing when we felt 
the material was becomin repetitive. The form 
of the interview, as already indicated, was as 
far as possible non-directive—respondents 
talked about how they felt about treatment, 
what they felt the problems, advantages and 
disadvantages were, their relationships within 
the ward and the hospital hierarchy, and so on. 

In all thirty-nine interviews Were carried 
out—five with doctors, eight with nurses, two 
with psychiatric social Workers, one with an 
occupational therapist, and twenty-three with 
patients (neurotic and psychotic). 

We then listened to the recordings, noting 
points which appeared significant for our 
inquiry and which tended to occur more than 
once. These were put into the questionnaire in 
the form of statements which could be rated 
from ‘strongly agree’ through ‘agree’, *un- 
certain’, ‘disagree’ to ‘strongly disagree’, 
These statements conformed as nearly as 
possible to the respondents’ original formula- 
tions during interview, though we reversed 
some of them from positive to negative in 
order to avoid undue bias in favour of one 
type or direction of answer. 

The total questionnaire consists at present 
of 126 statements, scored from 5 (strongly 
agree’) to 1 (‘strongly disagree’), 


SAMPLE 


For the purposes of this 
the questionnaire of twe 
community doctors ar 
twenty-eight non-ther. 
tors, making a total of fifty-three. Respondents 
the questionnaire 


Paper responses to 
nty-five therapeutic 
* compared to those of 
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one of these types of ward at the time of co™ 
leting the questionnaire). isted 
" herbes endto community group con a 
of doctors working on therapeutic pee 
wards at Claybury and known to idi in 
thetic to this kind of treatment (inlet 
number), and doctors at other hemselves 
actively involved in and describing a towar 
on a check-list as primarily m í 
therapeutic community treatment Claybuty 
this group there is thus a fairly heavy include 
bias. In the total of twenty-five Rl al 
eight consultants, five senior regis 
twelve junior registrars. . cone 
The cede ee ERN dues als 
Sisted of doctors working at ind ily orien” 
Who described themselves as pi , indi- 
tated towards physical treatments e eclect! 
vidual or group therapy (six), onsultants: 
(twenty). Of these eleven were E junio 
nine senior registrars, and eig 
registrars. 


RESULTS -— 
Of the 126 items on the guapos jevel 
differentiated the two groups at mad two 
of significance, eight at the 0:005 el, seve 25 
the 0-01 level, eight at the 0-02 lev 1 ma ing 
the 0-05 level and ten at the 0- 10 sis efe 
a total of forty. x? tests of signi continuit 
used, with Yates's correction pal less t 2 
Where expected cell frequencies M irection 
five. Predictions regarding the went ite” 
differences between the groups for were C0 
Were made, and of these thirty-nine uestio? 
rect and one was incorrect. Thus the V idi " 
naire items seem to be dime s? 
groups in a manner which appe basic 
least to be consistent with certain Hb 
suppositions underlying therapeu 
munity treatment. " ) 
Table 1 lists the relevant duse x cuti? 
together with significance levels. Th grov“ 
points which differentiate the ir jte? 
are shown on the answer scale for cae com” 
with the direction of the therapeutic °% ys 
munity doctors’ answers represented 
signs. 


"m 
aire ite™ 


Cnstructi 

uc : iG ; 

Row. tions: set out below are some activities which may 
much you would agree or disagree with a nurse wor 


15, 


16, 


` The point of a patient being in 
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Table 1. Questionnaire items which differentiat 
medical staff from others 


Maki 

thi ding sure that patients don't have time to 
bs about their problems 

a erving patients’ behaviour in order to 

1 ad to doctors 

fo peeing to patients the underlying reasons 

is they (the patients) say and do 

LS ing to the patients and trying to get to the 
3M of their problems 

Cping discipline on the ward 


he following are statements about the types of 


treatment, the patients and the staff in a 
hospital such as this. Please indicate how 
far you agree or disagree with the state- 
T ments) 
E nurse's uniform is bad beca: 
arrier between nurses and patients 
he doctors’ knowledge makes them the only 
People capable of treating the patients 
he nurse should always make sure that the 
Patients are neat and well-groomed 
A ward in a mental hospital should be kept 
Up to the same standards of cleanliness and 
efficiency by the staff as a ward in a general 
hospital 
Patients should not 
Problems to anybody except tl 


use it makes 


talk about their 
he doctor 
hospital is to 


have his mind taken off his problems 
in the decisions 


* Nurses should have.no part 
hould be treated 


made about how a patient $ | 
Physical treatments (tablets, electrical 
treatment etc.) are on the whole more 


effective than any other kind of treatment 
nd experience means 


* Th ^ ledge a E 
e doctor's knowlecg' capable of keeping 


that he is the only person 
right track 


treatment on the 
orse before they get 


Patients have to get W 
ped is in treating à 
How effective 2 person is in 

patient depends more on his or her person- 
ality than on the particular job or amount 
of knowledge he oF she may have 


* SA = strongly agree; A 


be part of 
king in this way.) 
Answer scale* 


A 


e therapeutic community 


U 
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a nurse's job. Please indicate 


D 


+++ 


SD Sig. level < 


+ 


+ 


+++ 


0:001 


0-005 


0-005 


0-005 


0-10 


0-001 
0-001 
0-001 


0-001 
0-001 


0:005 


0:005 


0-005 


0-005 


0:005 


0-01 


0-01 


= agree; U = uncertain; D = disagree; SD = strongly disagree 
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17. 


18. 
19. 


20. 


21. 


22. 
23. 
24. 
25. 
26. 


27. 


28. 


29. 


30. 


al. 
32. 


33. 


34. 


35. 
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Table 1 (cont.) 


Questionnaire items 


Patients should be encouraged to take an 
active part in the planning and organization 
of the ward 

The nurse’s main responsibility is to keep the 
ward tidy, clean and in good order 

A patient should not be expected to discuss 
really personal matters with the other patients 
Treatment in psychiatry is a scientific 
technique and should not involve the doctor's 
feelings 

Nurse-patient relationships can be just as 
effective in treatment as doctor-patient 
relationships 

The doctor's main job is to balance the 

group and keep it moving 

Nurses should never disagree with the doctors 
in front of the patients 

Nurses should always consult the doctors 
about the best way to handle a patient 

It is important that the doctor Should not 
Show his real feelings to the patients 

It is important for the patient to be himself 
on the ward even if it means being unpleasant 
The aim of treatment should be to rid patients 
of psychiatric Symptoms, not to change them 
as people 

There is usually a ‘crisis’ point in treatment 
after which the patients start to get better 

It's more important for patients to talk about 
their relationships within the ward than to talk 
about their relationships outside 

Physical treatments are a means of getting 
through to patients but not a cure in 
themselves 

By and large psychotherapy is a waste of time 
One of the most important things in treatment 
is to establish the Correct diagnosis 

Patients can ‘take’ things from other patients 
which they couldn’t ‘take’ from the family at 
home 

Patients would b 
their doctors ind 
Doctors should 
about patients a; 
nurses’ views 


* SA = 


e helped more if they saw 
ividually more often 

be able to alter their decisions 
S the result of listening to the 


Strongly agree; A = agree; U = uncertain; D = disagree; SD 


Answer scale* 


SA A U D 
+ 


+ 
+ 
+ 
+ + 
-+ 
+ 
+ + 
+ + + 
+ + 4 
+ + 
+ + 
+ 
+ 
+ 
+ 


SD Sig. level < 


0-05 
n 0:05 
x 0-05 
à 0-05 
0:05 
«05 
+ On 
.02 
+ ad 
-02 
+ ve 
.02 
+ ms 
0:02 
-02 
+ eg 
0:02 
0:10 
010 
0:10 
+ 
-10 
+ od 
0:10 
10 
+ 01 
0-10 


* e. 
= strongly disag"? 
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Table 1 (cont.) 


(Pl A m 
ease indicate how far you agree or disagree that the 


helpful in treatment.) 


- Questionnaire items 


"s Physical treatments 


Small gr 
5 A z 
staff groups led by other (i.e. non-medical) 
Indivi ; 
nd ividual interviews with the doctors 
iscipline 
elationships with other patients 


38. 
39, 
40. 


* 
SA = strongly agree; A = agree; U 


A DISCUSSION 
jose ratam of the differentiating items 
Te not a differences between the two groups 
Versus always in terms of direction—i.e- agree 
Agree disagree—but often of strength of 
yp sient or disagreement. One may perhaps 
E hesize that difference in strength (ocur- 
inctio, 16 out of the 40 items) reflects à dis- 
mes between acquiescence and commit- 
It is our intention to factor-analyse answer? 
e questionnaire of doctors. nurses and 
Sam nts when we have collected a larger 
of Dm and any comprehensive interpretation 
the he psychological dimensions underlying 
9 Patterns of response must await this 
Peration, However, à consideration of the 
Present data yields suggestions of some interest 
to areas of possible importance. — 
One may thus tentatively characterize the 
erapeutic community doctor in comparison 
m his non-therapeutic-community colleague 
É More permissive and less controlling (items 
» 8, 9, 12, 17, 18, 23, 24, 39 


); more intent on 
Sharing the role of therapist (3, 4 7, 10, 14, 19, 


21, 35, 37, 40); preferrin a personal to à 

fessional i (2, 4 16, 20, 25, 26, 32); 
Preferring psychological to physical treatment 
(13, 30, 31, 36); rejecting the role of individual 
Psychotherapist (34, 38); aiming treatment at 
Personality change 25 much as at symptom 


22 


— uncertain; D 


aspects of treatment listed below are very 


Answer scale 
* 


SOE 
SA A U D SD Sig level < 
. + + + t€ 0:02 
T + . 0:02 
+ + s F 0:05 
A . + i3 0:10 
4 d ; 0-10 


= disagree; SD = strongly disagree. 


relief (27); looking upon treatment as dis- 
turbing rather than palliative (1, 11, 15;28.)-* 
Tf there is one central theme in these findings, 
it may be the different emphasis which each 
group places on factors which determine com- 
munications within the hospital, with the 
community therapy group less restricted to 
communications determined by either pro- 
fessional role or individual authority than the 
other medical staff, and more willing to coun- 
tenance communications made on the basis of 
individual personality. An investigation of the 
effects of these determinants of communica- 
tion on hospital life and on the patients will be 
of the greatest importance, as the Revans 
(1964) findings have suggested in the case of 
general hospitals. In general, the findings here 
are not inconsistent with, if less comprehensive 
than, Rapoport’s views outlined above. 

From noting comments made on the 
questionnaire, there is a suggestion that com- 
munity therapists appear not to distinguish 
between psychotic and neurotic patients quite 
as sharply as more traditionally orientated 
feta red he te iat Dude 
if the inquiry were limited be ciens aue. wo 

neurotic patients 


* These results are very similar to Caine" 
findings with Claybury nurses aatteaiadlaas eal 
hospital nurses, especially with regard to eke T» 
of controlling and authoritarian attitude: € 
their willingness to face interpersonal infi I» 
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—for example, one doctor wrote: * My view is 
that most patients in the ward I am thinking 
of [acute admission] get better because they 
are having physical treatment—the surround- 
ings, behaviour and attitudes of nurses and 
doctorsare ofentirely subordinate importance. 
Most of the questions and my answers seem 
to me to be relevant to only a small proportion 
of patients in this ward—to them they are very 
relevant." 

There is little doubt that therapeutic com- 
munity medical staff had less difficulty in 
answering the questionnaire if one is to judge 
from the comments and criticisms made about 
it. There is equally little doubt that the 
presentation of the questionnaire reflects the 
Claybury ethos, and is in this sense biased, 
However, we are primarily concerned with 
defining the therapeutic community, and any 
characteristic features which we can find are 
of value. Inevitably we can approach the prob- 
lem only from a relatively limited angle, and 
we would not suggest that this is anything 
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more than a very small first step. We hope 
eventually the questionnaire will prove ont 
the foundation of investigations of non e ical 
prehensive scope and greater methodo M 
respectability. For example, what we E. ihe 
yet say, and what we hope to pA = 
future, is how much an expressed ‘beli ality 
‘attitude’ rests on enduring pe edd 
characteristics or real conviction, ue eo: 
much merely on hospital philosophy Jeolog) 
ward practice; and indeed how much i 

is in fact put into action. 


SUMMARY med at 


The development of a questionnam. aa oe 
defining the beliefs and attitudes of t ibed. SIS” 
community medical staff has been eur com 
nificant differences between therapeut! doctors 
munity and non-therapeutic-community se items 
were obtained in 40 out of 126 items. T jnter” 
have been detailed together with tenta ificanc 
pretations concerning their possible sign 
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theory of obsessional neurosis? 


By J. O. WISDOM*T 


XII. INTRODUCTION 


In a previous paper (Wisdom, 1964), I have 
Pham a construction of Freud's diag- 
*di 1c theory of obsessional neurosis. It was 

lagnostic" in the sense that, confronted with 

ia Syndrome, one would seek for a basic 
a ae factor, or set of them, in terms of 
and other diagnostic factors of the syndrome 
plai also the syndrome itself could be ex- 
Börte ed. Though precision and certain 1m- 
ee ant details of some of the processes have 
and lacking, this combination of phenomena 
stood te has been intuitively well pae 
culmi By psychoanalysts for many yan 
and ieee in Freud's idea of the anal phase 
is th his hypothesis of anal fixation. But what 
ex le: explanation of this hypothesis? How 
ste; àin the fixation from which the disorder 
of ^ Here we leave the fairly sure groun 
cli he diagnostic theory, which is open to any 
inician to check, and we find little coherently 
aa out theory. To such elements as me 
e © of a theory and to the development of an 
‘planation this paper is mainly devoted, 

Ough it is also concerned with the difference 

teen obsessional character and obsessional 
Neurosis and with the unsolved problem of the 


c : 
9mpulsion to repeat. 


: itical 
^ d Tondon Echool'ot Economics and Politic: 
Clence, in ds similar 
+ The present investigation, ies (Wisdom, 
192 previous one carried out on hysteri: of a paper 
961), is an elaboration of a PU November 
Blven to the Imago Group» Tongos ions 


959 ing and on other occas: 
- Both at that meet a ul comments made by 


have benefited from U: 3 - 

© following: Miss Freu“ nose d Mi 
ber, Mrs Milner, Mr M ; none of 
Stokes, Mr Strachey> ? 
whom, however, is FesP 
made of what they said- 


nd 
n 


XIII. FREUD'S CONTRIBUTION TO A 
THEORY OF THE ANAL PHASE 


We have seen that in obsessional disorder 
the central hypothesis is that the basic diag- 
nostic factor is anal fixation. It seems probable 
that it was Ernest Jones (1913, pp. 557-8) who 
first asserted that obsessional neurosis stems 
from it, and that then Freud (1913 a, pp. 320-1, 
324) postulated the anal phase (a contention 
further elaborated by Abraham (1924)), thus 
recognizing its dominant róle; but in addition 
Freud was alive to the problem it creates, 
namely how to explain it. He gave much con- 
sideration to this theme and contributed a 
number of scattered suggestions, mostly un- 
developed though with one or two more fully 
discussed, but he never worked out an inte- 
grated theory. 

Freud's ideas may be grouped under the 
following headings: (1) libido theory and phase 
development (Freud, 1913a, pp. 320-1, 324); 
(ii) frustration (Freud, 1912) and overstimu- 
lation coupled with environmental rebuff 
(Freud, 1912, p. 236, 1926, p. 94); (iii) repres- 
sion (Freud, 1909, pp. 196, 247-8, 1930, p. 
66 n.); and (iv) faeces as creations, gifts (Freud, 
1918, pp. 81-2), and sundry other ideas. 

The theory of phases is a positive theory of 
development, not a theory of inhibition. It is 
to the effect that libido first floods the oral 
zone, then mostly moves on to the anal zone, 
and then to the phallic zone. No explanation 
for this is given (though Freud (1923) makes 
one suggestion that it is due to an upsurge of 
erotism), and of course a theory of it is im- 
perative, but it is not needed here; for present 
purposes it suffices to have for use the gerali- 
zations about infants that the libido they once 
invested in one zone now they invest in 
"AR Moreover, the respect in which this 
phase theory is no longer accepted, while im- 
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portant, is not fundamentally germane to the 
present topic. The post-classical view,* in 
addition to interpreting the phases in terms of 
object-relationships which does not affect the 
present discussion, is that the three Zones are 
often flooded simultaneously and thus attract 
their own store of libido without drawing it 
off from another zone; but it is not denied that 
in the end in normal development most of the 
libido is withdrawn from the oral and anal 
zones towards the phallic. There can, further, 
be oscillating emphasis on different Zones in 
infancy. In short, one basic divergence is that 
the ordered transition of Freud's theory is 
gone, but the other features of it—and they 
are thesignificant ones for theoretical purposes 
—are retained. 
One modification is relevant here. In this 
paper I speak of ‘valuation’ of faeces and of 
anal erotism, not of ‘investment with libido’; 
this is only because all I need fo 
the theory at this point is the fa. 
and not the theory—e.g. the lib. 
the source of the valuation. 
Although no theory to explain development 
is offered, it is clear that in Freud’s mind it was 
somehow biologically natural, and the prob- 
lem was rather to explain its failure, i.e, its 
inhibition. 
There are several factors that may bear on 
the turning away from faeces. For instance, as 
Freud has pointed out, the idea that faeces are 
a creation may gain no recognition from 


parents; the use of faeces as gifts or as means 
of reparation or makin 


things received from th 
appreciated 
lusionment 


T constructing 
ct of valuation 
ido theory —of 


over, if th 


the mother's creative power (Still, 1959), guilt 
9r anxiety could result. And likewise if the 


Part of the stock-in-trade of many 
analysts, but it is not easy to cite a reference for 


this or to say who first regarded Freud's view as 
over-simplified, 
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attack 
uld 1e 
ces IM 


child is afraid of using his faeces to 
the mother.* Any or all of these "RS 
inforce feelings about the value of ex in 
themselves and about the use e en 5 
personal relations. But they woul al phas? 
inforce; they would not explain the an 

and fixation. 

Nor did Freud himself suppos e externa 
he is quite clear that such factors ar ( counts: 
and that it is the reaction to them tha nena i 
in short that to understand the pheno m 
isan internal mechanism that must i 1 
—for instance he pointed out (Fret witl 
P- 84) that one reason for refusing t0 F ration: 
faeces is because this would mean c het id 
What sort of internal mechanism; a of the 
Freud consider might be at the rO i 
matter? ] abou 

Freud has disappointingly little to SAY ron 
this. When attachment to a zone ! ality 9" 
desire must meet with frustration sot f 
the most aquiescing mother could sa ted— nd 
Satisfaction exactly as and when wa ate. 
the frustration is very hard to toler E 
nected with this is the occurrence 


e otherwise 


over 


; temp?" 

* This idea is a well-known one Dee how jo 
rary psychoanalysis, and it is hard pe develop? 
concept of anal sadism could have Be the classi^ 
without it; yet it is not explicit oo m A 
theoretical literature. It is almost t in Ab ane 
(1913, pp. 555-6) and virtually p aot vert 
(1924, pp. 428-9), but in fact it is o aip 
Stated, so it evidently did not play 4 in 
in the theory. A faulls 

T Fenichel (1945) commits a oes is on 
which attention should be drawn, s cons um 
of the few writers that would be wide e à ^ 
on matters of theory. Though he Lm appe? y 
account, he follows this up with - as maf. 
be a quotation from Freud. It is in fac du 
(not very accurate) of one of Freu nal 
which throws the emphasis on pose an ^ 
and is thus at variance both with Freu alere? 
his own initial remarks, Thus ‘The Ec fe 
drives meet in infancy with the train carri 
cleanliness, and the way this training is tio” 
out determines whether or not anal pon 
result" (with a reference to Freud (1932), 
Sexuality’, see Stand. Ed. 21). 


P "- 


What is the Explanatory 


Stimulat; 
Say iren wisi by design or by accident, 
Stimulation co D. is washing her baby. Over- 
and therefore z d of course lead to frustration 
it; but the ide e theoretically subsumed under 
ifferent, na ais intended to refer to something 
amount of a ; distress due simply to a huge 
Phenomeng imulation. Whether this is à real 
More fen PE whether it amounts to no 
Orgastie di the impossibility of obtaining 
Equivalent E which would make it 
Sidered h S9 frustration, need not be con- 
distress un Either way the infant suffers 
Zone, This (5 naturally from the erotism of 
t is as akes us a little way. 
followin sumed—very reasonably—that the 
intoteraty then occurs: the distress becomes so 
ay of d € that it has to be got rid of; and the 
‘Ome ttt so is by repression (or perhaps 
at lo er mechanism, but repression was 
Dn most prominently in Freud). 
erely sion? does not mean, or does not 
ate no Th that the desire and the distress 
IC refer : nger experienced in consciousness; 
Out of © the process by which they are kept 
ee o aronsness, but Freud put forward 
Works, no conjectures about how it 
hus did, however, hazard the following 
hat ORE suggestion. Early on he remarked 
Onse 1e atrophy of the sense of smell was à 
Erena oue of adopting an upright gait 
(Freud. 1909, p. 248). Some twenty years later 
Bote! 1930), he took this up again in à long 
eb ote. The erect posture, he said, marks 
ies E of culture: in particular itunder- 
rid ate drive towards cleanliness and getting 
Sa unpleasant excretions. There appears to 
gap in the argument here: for he concluded 
a excreta shared the fate of olfactory 
muli, i.e. became less important because of 
or atrophy of the sense of smell; whereas the 
ied needed is that they become 79. 
d Perhaps what he meant was that the 
se ophy and the upright gait are both con- 
quences of developing a repugnance for 
excreta, How this might have happened is not 
Clear, but, assuming it happened, anal erotism 
Would-have to be put aside in some way; 4" 


S 
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the process bringing this about Freud called 


‘organic repression’. 

How, in the light of all this, are we to under- 
stand the anal phase and fixation? Freud's 
view would seem to be capable of being as- 
sembled thus. Developmental diversion from 
the anal zone, which is natural, meets with 
intolerable distress, which in its turn meets 
with repression. What is repressed includes 
not only the distress but also the anal valua- 
tions; some of the anal valuation is trans- 
formed by repression into normal or near 
normal reaction-formation, repugnment, and 
sublimation; but some in the repressed state 
remains active. In the case where repression, 
which leads to a conscious turning away from 
anal valuation, does not abolish them but 
leaves them unaltered in quality, then we have 
a state that constitutes the nature of fixation. 


XIV. ADEQUACY OF THE THEORY 
Freud would not have claimed that this 
theory was adequate. It gives an impression of 
pointing somewhere in the right direction, and 
the importance of the new elements he intro- 
duced in forming it should not be under- 
estimated, but it suffers from three serious 
difficulties. First, it contains no way of 
differentiating between normal repression that 
leads to reaction-formation, repugnment, and 
sublimation on the one hand and on the other 
logical repression that leads to symp- 
toms. This is not necessarily insuperable, for 
some appropriate way of discriminating them 
might be discovered and added to the theory 
Secondly, the ontogenetic account of repres- 
sion does not explain why some persons 
become pathologically fixated and others do 
not. Again, amplification would consist of 
enough new elements to constitute a ne 
theory. Thirdly, the most important ga ved 
in the unspecific nature of the explan ER ies 
turning away fi nl n of 
: g y tomy yet remaining enero: d 
in, anal valuation. The classical ior sse: 
and indeed does, attribute this to an y must, 
mechanism but offers no account of ae o 
the classical theory attributes it to the a 


patho! 
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nism of repression. But this is hardly under- 
stood and therefore the theory is very nearly 
in the position of reframing the problem to be 
solved rather than offering a solution. That it 
is not quite in this position is because it attri- 
butes the phenomenon to a mechanism for the 
existence of which, even though its nature is 
largely unknown, there is good evidence, and 
because it reasonably (though perhaps also 
wrongly) urges as a programme investigating 
the mechanism of repression. It should per- 
haps be remarked that the attempt to state 
theories with precision, which often Occurs in 
the history of science long after they were first 
promulgated, may easily seem denigratory; 
this is because of investigating the problem as 
a living one with present knowledge at one’s 
elbow; it does not imply that in its historical 
setting the first attempts were in the least 
degree superficial.* In fact Freud grappled 
with a problem he could not solve; he hazarded 
some conjectures; he put no coherent theory 
together; he never pretended otherwise. Begin- 
ning at this point, we have to consider Whether 
to try to fill out his ideas or try to construct a 
new theory. We may find that a new theory 
approximately fills out his. 


XV. THE PROBLEM OF ANAL FIXATION 


The classical hypothesis about turning away 
from faeces and anal erotism, coupled with 
fixation of anal interests, involves dissatisfac- 
tion (frustration and over-stimulation) which 
in the nature of things must arise. To this let 
us add the hypothesis that the child attributes 
this to hostility from the mother. Could it be 
a question of simply acquiescing in her sup- 
posed attack on 
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Hence it is not mere acquiescence; he i 
the hostility is appropriate. This cit ical 
must have his own internal psycho i te 
reasons, even though these may E 
evoked by external pressure, for Fi this 
anality as bad. And indeed the source pee 
attitude would be likely to underlie the oil 
of the mother’s hostility. Such bue "o 
would lead us to the following mte 
that an internal sense of anal badness hostility 
expressed in a dual way, the supposed h Our 
of the mother and acceptance of pns is 
present task is therefore to inquire in 

internal sense of badness. lie 

One source of this might be thought nate 
in the angry expulsion of faeces, ee bs is 
that the anger is felt to be bad. Now id e 
indeed likely to be one source; but it c it is not 
a sufficient explanation here, p felt to 
merely faeces expelled in anger that " erotis 
be bad, but also other faeces and wo prob- 
previously regarded as good. There is always 
lem in understanding how something arde 
felt to be bad should continue to be reris, 
in this light; the problem is to under: di 
transformation when anality first rega 
good comes to be regarded as bad. idea that 

A child that is trying to accept the ides ssr 
faeces and anal erotism are bad is i ve ba 
the fact that he continues to produce Sodically* 
things and has these bad feelings peri dea that 
In effect, then, he has to accept the i nd gels 
he is a creature that makes bad p he 
a lot of pleasure in the processiiSo. he will 
cannot accept this depressing ide otism 2 
cling to it that faeces and anal er : 

ood. bv 
The child, then, puts forth bad Vt. 
he has taken in good food or rather rned it 
breast. He must therefore feel he has tU 
bad and has done so continually. 

But this account presupposes that t c bad: 
already has his own idea that faeces " come 
Where could this come from? Tt coul ther’s 
naturally from vicious attacks on his morea 
breast, leading to the idea that he is spoiling 
He would want to get rid of his spoilt ina oo 
mother because it was turned bad; and S! 


he child 


What is the Explanatory 


1t would < 

turned eges faeces, the faeces would be 
Psychologi also. Thus he would, for purely 
threat, ae LA from external 

Although p the idea that faeces are bad. 

and in fact } take responsibility for this idea, 
aPpear to ea worked it out myself, it would 
ofits Pt strongly Kleinian, partly because 
“eal to Mel, tand partly because I owe a great 
dea has ice Klein’s work. Now the above 
SrBanizatio eed a precursor: ‘The sadistic-anal 
Inuation ES can easily be regarded as a con- 
e sistent i development of the oral one. 
© Object resi activity, directed upon 
explained y which it is characterized, is to be 
his Klein. an action preparatory to eating.’ 
Postulated at passage gives part of the linkage 
9ral sadis above between the anal and the 
from Fre m—but in fact the quotation comes 
found nk (1918, p. 108). Similar ideas to be 
lying ob Klein concern the existence; under- 
therefor sessional neurosis, Of psychotic (and 
3), " oral) conditions (Klein, 1937, p. 830.» 
ords to Mos she does not refer in sO many 
he idea th e linkage. She has also put forward 
ion of t at there is an oral-sadistic destruc- 
have be he insides of the mother’s body that 
is virtu en incorporated (Klein, 1933), which 
hen ally the same as the idea used here- 
Pone ad refers to anal-sadistic attacks On 
the Lo e s body (Klein, 1937, p. 230) and on 
p.27 D of the mother’s body (Klein, 1933, 
Carlier) I would take this (as I have indicated 
an to be a consequential process rather 
ait initial one in obsess!© neurosis. 
that ^ fixation, then, in addition to the sense 
anali aeces are good, is an 207. 

s ity, due basically to the inability ; 
"ieri of attacks on fno ^. 
Yos and the fact that bad stuff is c 

dass created, or that a good breast has 
aged and turned into bad fec ares 
o 


are normal compensating factor s 
at, despite this continual damage: the actual 

mother remains intact. 
The fixation must therefore stem in part 
from the failure to recognize this. The meaning 
could be that the sens? o 


of such a failure 
omnipotence Jeads the child to feel that the 
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ne to the internal mother automati- 
cally, omnipotently, and magically damages 
the external mother. If so, the sense of omni- 
potence would have to come in part from a 
more primary source than the power of de- 
faecation, namely the power of damaging the 
breast by rage." Sucking angrily or biting 
would provide the necessary subjective €x- 
perience of inflicting 


damage; and sucking or 
biting and defaecating would be closely linked 
in early life. 


It seems quite 
feeling of having 


damage do 


a likely possibility that the 
damaged the external mother 
jn an aggressive feed would be fostered if a 
mother followed à practice of immediately 
withdrawing from the infant's presence after 
a feed. The (normal) need of an infant for 
cuddling after sucking could well be construed 
as a need to be reassured that the mother con- 
tinued to live after the psychological de- 
struction of her by sucking or biting. It would 
be interesting to see whether an interpretation 
of sudden immediate withdrawals would have 
any decisive effect upon obsessionals. 

Passing from anal fixation in the sense of 
being engrossed in faeces, can any light be 
thrown on the fixation of anal erotism? It is 
one of the chief ways of enjoying faeces. When 

s faeces as valuable, it is the 


the child regard 
colour, smell, and texture that analysts usually 
suppose appeal to him. But one of the ways of 


appreciating textures is by sphincter activity; 
so one of the reasons for valuing faeces is the 
leasure they afford him. Hence disap- 
his faeces conveys thatanalerotism is 
here would be an opposite process 
; hincter squeezing would easily as- 
sociate with oral squeezing and hence become 
felt as 2 damaging activity. Then faeces would 
become regarded as bad because damaged 


bad. But t 
as well. Sp 


* Freud (1909, p. 206) noted the * 

$ e od 
*fear of the violence of his own rage’ Ea Man’s 
when he had bitten someone. Hosen: 

+ In this context it is wo 
rth i 

Totem and Ti aboo that an VERE emi from 
one Pos has violated a taboo, shall ies ie. 
own food; someone must feed him (Fi ee. 
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And the sense of possessing this uncontrollable 
damaging power would make the child, rather 
than face this depressing prospect, cling for 
security to the idea that anal erotism is good. 
One aspect of the présent account must be 
underlined. Because he finds to his dismay 
that anal interests are bad for internal Teasons 
and not merely for reasons of external in- 
fluence, the child has to try to restore his 
morale by clinging to the idea that they are 
good. That is to say, the attribution of good- 
ness is a defence against the sense of badness. 
Now this is the opposite of the classical view, 
which is that they are primarily good and only 
become regarded as bad as a result of certain 
pressures. But the contrast is not so simple as 
this, for the hypothesis is retained in this paper 


that faeces are valued as a creation. There is 


therefore a primary valuation of anality as 


well as a secondary one developed to counter 
denigration. The 


S Worth assembling here the several atti- 


that can occur Separatel 
Or together: (i) good faeces created by satis- 


destructive eating; (iv) bad anal erotism arisin g 
Ing destructive eating. 


» of damaging 
mouth and anus, 
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This hypothesis, that the child at sees. 
he is turning the good breast bad an pe. 
cally simultaneously has — e fat 
nately that it is good, provides a fo attern 
sharp ambivalence. The unconscious Qe 
of it would subsequently lead us to ue 
that, in the obsessional character, thoug rally 
in the obsessional neurotic, in his life P ostipl 
and especially in heterosexual ne: 
there would over some matters be a co dness 
and obstinate attempt to defend the am ae 
of his activities and his objects, —€— ^ pa 
thoroughly condemned. The order zin good, 
periences would be: (i) experiencing clinging 
(ii) depression at turning it bad, pe an 
inwardly to the idea that it is really A On this 
(iv) outwardly denigrating it as ba: sssional’s 
hypothesis, then, latent in the obse d him- 
activities is the constant effort to defen 
self against accusations of ill doing. adi 

As a derivative from the foregoing à P 
of anal erotism, it is now possible to am 
the position about homosexuality. «mm would 

For the male, fixation of anal exp abject 
provide a ground for the deflexion sid er. The 
attachment from the mother to the pe ana 
Point to be emphasized, however, is t a 
erotism would act, not so much satisfy it, 
driving the boy to seek the father pun rather 
though this process would occur, p" boy 
as something to be protected, and der t 
Would seek to attract the father in p good: 
bolster up his idea that anal erotism 1 up i? 
In this he would, moreover, be dioe 
phantasy his penis in exchange for Been 

With the female the position woul bn the 
be notably different. First, the idea mf 
external mother had been destroyed stating 
feeding situation would not be so deva 


unt 
lify 


imperfect, would lessen the value she ation 
put upon anal erotism; and with dimi 1 an 

of this her valuation of faeces would n sse 
thus her conflict with her mother would pe 

For these two reasons it would be much 
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difficult for the girl to develop an obsessional 
disorder at all.* 
hes where the girl did tend to develop 
foror of anal erotism, she would need a 
Sg nr to come about. Just as the boy 
father t emand homosexual attention from his 
ite 2 o bolster up his anal erotism, she would 
fathe o be introjectively identified with her 
enable te nuclear identification. This would 
S € her to value her faeces as a penis. Ob- 
nmi i disorder in a woman would thus 
ecl hertoa male, dominant, and admini- 
€ sort of róle. 
ES this connexion a further problem about 
t i erg arises, which seems to have been 
^ Fon The erotism would be satisfied by 
on e movements and the downward pas- 
a of faeces. The anal erotism of fixation 
isce “rm opposite in attitude and direction, 
d Püve and upward, and is therefore 
urally linked with passive homosexuality. 
Ow does this change come about? 
"n When the processes occur that lead to 
à Pugnment, the above reversal would not be 
wi a e for repugnment utilizes ex- 
Sion, and similarly with a failure of re- 
oe But in reaction-formation, or 
is id its dysfunction, the aggressive element 
ta ig down by projective identification 
M the hostile mother-imago. Since anal 
Pla would be expressed by expulsion, 
e Bon. of erotism could not be permitted by 
Xpulsive activity but could be indulged if this 
Tae replaced by passive receptivity. Further 
MS could symbolize the function of eating 
pou destroying. This last point would give 
oh anal erotism and passive homosexuality in 
: Sessional disorder the róle of a defence 
Bainst oral destruction. 
The main hypotheses here are the following: 
Hypothesis (K): the subject attributes the 
Tustration of his anal desires to hostility from 
© mother. 
Hypothesis (L): the subject creates bad 
3eces not only by angry defaecation but by 
the Freud (1926, p. 143) mentioned that obses- 
is Dal neurosis was vastly more frequent among 
en than women. 
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turning good food or a good breast bad; i.e. he 
feels he continually spoils his good material 
introject. 

Hypothesis (M): anal fixation arises from 
the need to accept valued faeces and anal 
erotism as bad on the one side and on the other 
angry defecatory attacks on valued faeces; but 
it also arises from the inability to accept the 
viciousness of attacks on the mother's breast 
and the continual creation of bad stuff, i.e. 
due to the attempt to insist that the good 
breast has not been damaged and turned into 
bad faeces. (Thus anal fixation involves not 
only anal but oral factors.) 

Hypothesis (N): spoiling the good breast is 
felt to be brought about by omnipotent angry 
sucking or biting. 

Hypothesis (0): underlying obsessional dis- 
order is an inability to tolerate this destructive 
power (some of which may produce depression 
as a side-shoot). 

Hypothesis (P): à consequence is that anal 
erotism is felt to bad and damaging. 

Hypothesis (Q): anal erotism leads the boy 
to attract the father to bolster up the idea that 
it is good; hence latent passive homosexuality 
and relinquishing genital primacy. 


XVI. THE ROLE OF THE FATHER 


This account contains as its key idea that the 
sense of badness attached to faeces derives 
from the sense of destruction of the breast, 
external and internal, and turning it into bad 
faeces. It involves a simple line of develop- 
ment—from the mother. But what of the réle 
of the father? In Freud’s case-histories and 


discussions the father plays the decisive part: 


the subject fears castration by his father and 
the position 


being reduced in consequence to 
of being a woman (Freud, 1918, p. 47). This 
is undoubtedly correct, but it centres on the 
Oedipus at phallic level and does not bear on 
the underlying fixations. Melanie Klein’s most 
distinctive contribution to the diagnostic 
factors of obsessional neurosis and her view 
of the réle of the father is strikingly different. 
It is that a sadistic attack is directed against 
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parental intercourse (Klein, 1937, p. 85), with 
the aim of mastering the orbital introjects of 
the parents by separating them (Klein, 1934)— 
thus providing the basis for the disconnected- 
ness of obsessional symptoms. * 

What hypothesis might be introduced to 
explain this, and what is its réle? 

Two meanings, present together, suggest 
themselves: one is that the child cannot stand 
the mutual damage he expects to ensue; the 
other that he cannot realize the Possibility of 
his father giving something to his mother and 
to his father. 
he one idea of 

à projection of 
n Of a sadistic 


s degree of develop- 
arate his father and 
ree shows that, what- 


losely preceding this 
his father and recog- 


part-objects), 
We have, then, tha 
ood in helping o 


"continuing the differences 
> 


between his parents within himself 
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without feeling he is destroying his mor 
when it comes, the breast. On the Sd "S 
if the infant (a) does not recognize t d 
ference between his parents, or (b) x fedi 
recognize a particular róle for his ex € em 
in the position of regarding his fat wd i 
who just does nothing, and when he : em 
recognize his father as a distinct d ri 
be merely as a supernumerary object 

t into his world. ; on 
e we have, then, a ra Wig be 
governing the outcome of the m n m 
position, and the extent of the joe we 
destruction of the breast. What lig 
throw? use 
pom the father is successfully bmc. 
of, though only partially, the P egre 
position could be gone through in som o. Sub- 
and the schizoid separation pipes be 
Sequent obsessional disorder Pe lines, with 
expected to develop along classica hallic jeve 
some degree of attainment of the P ec be 
of development, so that regression aranoid- 
prominent, but without florid p ounce 
Schizoid features (though unpron ted on 
features of this sort should be enm 
thorough analysis). Here the € ha oat 
by Klein ought not to appear Ta refer to 
intensity, and if it did appear it shou ther than 
castration (cf. Freud, 1918, p. 47) he breast. 
jealousy say of the father stealing failure t? 
On the other hand, where there 1S father 
achieve nuclear identification with de ee 
with failure in the depressive position, pe # 
Separating father and mother er be the 
necessary consequence. Both 2 (oral de 
recipient of projections of gree | sadistic 
Structiveness or robbing). The ana ibe 
attack on the parental imagos descr on the 
Klein would be maximal (with pu rather 
idea of robbing the mother of the brea nothi 
than of castration), there would creel E 
to foster progression to the Les on the 
consequently no regression from and tbe 
Outbreak of obsessional disorder, aranoid- 
Picture would soon be dominated by s or the 
Schizoid features. This might accoun e 
two kinds of obsessional clinically sen 
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Many years though nowhere clearly depicted 
or explained. 
is -a where successful use of the father 
ax e, we should expect to find depressive 
ane rather than paranoid-schizoid ones, 
de g that the depressive position 1s to some 
Pon Bone through; and this would accord 
tesi classical impression—remarked by 
Mm am—that there was a striking overlap 
s © syndrome of obsessional disorder and 
elancholia; it would of course also be com- 
Pan with the impression many have of 
dm oid tendencies, if these characterize those 
Ssionals who lack the paternal prop. 


XVII. OBSESSIONAL NEUROSIS AND 
OBSESSIONAL CHARACTER 
bd means of projective identification on 
disti e maternal orbital introject, we can 
ine obsessional neurosis from obses- 
c al-character disorder. The way of dealing 
With the hostile mother-imago is by projective 


aientification with it, thus siding with the 
tack on faeces and anal erotism. This 
hat the pro- 


Character structure presupposes t 
Tons identification is stable. Let us, however, 
Onsider the possibility that it is in some cases 
Unstable, i.e. not maintained. This would be 
B \uvalent to rebelling or temporarily refusing 
give up the original affect felt towards 
üsces and anal erotism. Such 2 situation 
Would, of course, revive the original conflict 
aroused by faeces and anal erotism, and there- 
iis require a sudden access by projective 
entification to control it. 
To rebel—as the situation 
revity—would be to provoke threat and 
b. Xiety, To rebel continuously would be to live 
permanent tension. To give in from time to 
time would afford a way of rebelling and also 
of finding relief. Now to give in would be to 
Projectively identify; to rebel continually (but 
2 continuously) would be to rebel and give 
1, to refuse to identify projectively followed 
i an ing so. Here we have an oscil 
tis in this oscillation that we may find one of 
© main secrets of obsessional neurosis. The 
Ypothesis is that the rebellion touches off 


may be put for 
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hostility by the maternal introject and sadistic 
attacks on it, while, immediately succeeding 
it, comes a projective identification that dispels 
the explosive situation. This would largely 
explain the bipolar nature of compulsions and 
the phenomena of oscillation and undoing. 

Thus when the way of dealing with the 
hostile mother-imago is to envelop it by 
projective identification, endow it with anal 
aggressiveness, and use this against faeces and 
anal erotism, we have the obsessional character 
(this may be regarded as a dysfunction of 
reaction-formation). When the way of dealing 
with it is periodically to rebel and revert to 
the valuation of faeces and anal erotism, by 
undoing the projective identification, which 
then requires a sudden access of projective 
identification to restore the situation, we have 
the classical obsessional neurosis with com- 
pulsive symptoms. This explanation—it is 
hardly more than a description—does not take 
us far unless we can find a way of explaining 
breakdown or undoing of projective identifi- 
cation. 

It was found necessary above to consider 
oral precursors of such hypothetical processes. 
What would they be here? An oral sadistic 
attack on the mother is obvious; there would 
also have to be the reverse, namely a fear that 
she would eat up his food, i.e. a part of himself. 
These oral precursors are indispensable hypo- 
theses for the explanation of the compulsion 
to repeat, to which we now turn. 


XVIII. THE COMPULSION TO REPEAT 
ting a trauma is strange. 
The only suggestion made about it by Freud 
was that the repetition was an attempt to 
master something. As put by Fenichel this 
consists of an attempt to repeat a dangerous 
act without causing damage. 
The compulsion to repeat, while an ‘un- 


doing’, is not only an undoing of a current act 


but an undoing of the past. Although this 


overtly centres on the repetition of defensive 
compulsions, it implicitly points to aims 


against which repeated compulsions defend; 


hence the most fruitful way of explaining the 


To insist on repea 
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problem is likely to be to focus not on the 
repetition ofcompulsions but on the repetition 
of obsessions. 

The additional hypotheses I wish to put 
forward are these. The subject has to repeat 
a dangerous act and wish without repeating 
the damage he believes he has committed by 
the act on previous occasions; this is the 
repetition of an obsession. Secondly, noting 
that feeding and defaecating have been re- 
peated thousands of times in the course of 
infancy, the subject may feel he has to undo 
the damage of all these occasions. Thirdly, 
what would remind him of this damage, which 
he would not necessarily be dwelling on all 
the time, would be hunger or the urge to 
defaecate (or in certain cases anything that 
brought these to mind). 

We are now in a position to understand the 
repetition of the oscillation previously con- 
sidered. The subject when hungry may try 
not to eat, in order to avoid the whole cycle of 
consequences. If overcome by hunger he will 
eat, he can withdraw the projective identifi- 
cation by hoping to eat without inflicting 
damage and thereby incurring punishment, 
ie. by denial; but he will experience failure 
and therefore the need to projectively identify 
once more. As each mouthful or each meal 
recedes, the need to retain the projective 
identification vanishes until the next mouthful 
or the next meal requires it once more. Hence 
everything that stimulates hunger or evacu- 
ation must produce a movement from detach- 
ment from his maternal introject towards 
projective identification, and then back again 
after the sensations of swa 
ating have subsided. Thus 
Tepeat is a cycle consisting 
pulsion defending against a 
initiated primaril 
hunger. 

In this explanation of the compulsion to 
Tepeat, the main hypotheses are: 

Hypothesis (V): the compulsion to repeat 
an obsessive wish is different in source from 


the compulsion to repeat a compulsive act or 
thought. 


llowing or evacu- 
the compulsion to 
of a repeated com- 
repeated obsession 
y by recurrent experience of 
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e 
Hypothesis (W): eating is felt to he 
both the real breast and its orbital ee i 
(or rather these are not distinguished) a 
evoke retaliation by biting. eca- 
Hypothesis (X): since feeding and n 
tion have been repeated again and Run to 
hunger and the need to evacuate con undone 
recur, the damage done has to be vith the 
endlessly by projective identification V 
punishing material introject. -ve identificatiolt 
Hypothesis (Y):the projective iden s—unti 
is maintained until what iseaten recede 
the process recurs. eat 
S e (Z): the compulsion pe^ 
manifests a recurrent oscillation tificatio? 
biting and being bitten without identification 
on the one hand and projective iden 
on the other. * 


EAMS 
XIX. TRAUMA-RE-ENACTMENT DR 


: were 
A gap would be left if no mention © 4 


wi 
ms. It 

made of trauma-re-enactment drea is abou! 

thesis &9®, 

* I will here hazard a further hypo m the main 


the compulsion to repeat (detached poxes Jeve 
text because it is on an altogether di 
from those in the body of the papei, a prim 
First we need the hypothesis tha tant to-an" 
normal process in the infant is a d in his 
fro exchange with persons or pod "M 
environment, felt to be the essence o ersons 4 
that he is (1) constantly entering ores E nstantly 
incorporating them psychically, an d withdrawi 
putting part of himself into them anı d replacing’ 
it and incorporating part of them an the scope o! 
To discuss this here would be Moe a gar à 
this inquiry; but let us see if the Lager thin: 
used. It provides a basis, Toue not 1° 
(e.g. reparation), for repetition, " asy becom? 
compulsion. But compulsion could e c been do” 
involved once damage was felt aa be ? 
to an object: the réle of er were E 
desperate clinging to life. If the o pt th 
cepted as destroyed, that would put “ompa 
exchange characteristic of living; the otne s 
would be the defiant assertion of living, pa simp! 
sarily to restore the damaged object, "i ciples 
to live, even in violation of the pleasure-P’ age o 
for the price could be more and more dam? 
the object. 


itiv® 


| 


What is the Explanatory 


be rec. 
pem that there is a class of dreams that 
bus D he could not explain: namely 
Viously a co e-enact a trauma. There is ob- 
these ang anexioa, as Freud noted, between 
Teams I compulsion to repeat, for such 
iffer, howe repeated time and again. They 
Tepeat no we in an important way: they 
acts or tho vious defence, like compulsive 
bsessional ughts, nor obvious wish, like 
Suffered b I or thoughts, but disasters 
Teamt is dic dreamer; ostensibly what 1s 
a defence im er a wish, like an obsession, DOT 
or linkin e a compulsion. The main reason 
to Uses E such dreams with the compulsion 
Somethin s that both seem to aim at mastering 
TePetition and that both involve endless 
n a for with no shred of joy about them. 
aimed i paper (Wisdom, 1949), which 
Orward = af aning this class of dreams, T put 
Team he hypothesis that the disaster 1n the 
Suffered poe ae both what was being 
inflicted ed the dreamer and also was being 
internal y him on someone else (and on an 
Ong b Object), so that the content was a ding- 
COnsist attle. Interpreted thus, such dreams 
re of both repetition of an obsession an 
Nhu yee of a compulsive defence. he 
Sive ş differ from the obsessive and ui - 
Sym AK ang of the neurosis In ioe’ ine 
in i oms are segregated and distinct W ere 
e € dream they are brought together an 
quated. 


X 
X. THE PROBLEM OF 
ween obses- 


fference bet 
a character has 
ing on whether 


hee explained above as depending 
© nucleus of the self has & sudden access o 
Projectively identifying itself wi 
maternal introject purely temp 
Withdrawing from this extra identific 
adopts the projective identification 
tionally without sudden re-inforcement- — . 
Further, 0” expressing the processes in- 
volved in terms of the oral domain, it was 
found possible to offer an explanation of the 
phenomenon of the compulsion to repeat. 
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But introduction of the oral opens up a fresh 
hat is it that leads one child to 
ective identification with a 
temporary expedient and 


another to maintain simply à steady pro- 
jective identification dispositionally as 2 
character structure? To put the problem in 
another way: if we have found the difference 
in nature between two forms of obsessional 
disorder, We still seek an explanation of how 
these two come about. 

To solve this I introduce the hypothesis that 
the difference depends on whether the child 
handles the phantasy of damage to the breast 
and to himself by circumventing the process or 
if this is unsuccessful by halting it: circum- 
venting it would consist of a dispositional 
projective identification which would obviate 
the crisis; but if this is not maintained dis- 

ositionally, halting the process would consist 
of a projective identification as an urgent 
ad hoc expedient. 

Now consider à child that is left constantly 
hungry in 8 state of sharp hunger, left un- 
relieved for some time, though not so long as 
to evoke rage: and suppose that when at last 
he is given his food he is given it without 
comforting (somewhat in the vein of ‘You 
must be à little soldier"). He will be left with 
his hunger pangs alleviated but without feeling 
soothed, i.e his sense of damage will not have 
been dealt with. He has to fall back on his 
own resources, and his way of coping could 
be to forestall the sense of damage by pro- 

ification. Such an anticipatory 


roblem: W 
withdraw the proj 
biting mother as à 


defence could form a disposition. 

This would seem to be a possible set-up for 
obsessional character. Now if, on the other 
hand, food failed to arrive before rage became 
marked he would find projective identification 
no use to him, for it failed to help him control 
his rage; and if it was given as previousl 
without comforting, the child would be thro y 
pack completely on his own resources Tm 
likelihood would be desperate attem; A he 
bring about the projective identifi "- à s to 
halt the process and allow the crisis t ion to 
down. o simmer 
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This would seem to be a possible set-up for 
obsessional neurosis. 

It would be interesting to discover whether 
there was a higher incidence of obsessional 
disorders under the Truby King régime. 

A. word would be appropriate here on the 
failure, conjectured earlier, to distinguish 
between the real breast and the breast-intro- 
ject. It is most likely that obsessional disorder 
arises before the reality of part-objects is dis- 
criminated from phantasy. Rather should we 
look upon the failure to discriminate as a 
feature of the disorder. Upon the foregoing 
hypothesis, centring on lack of parental com- 
forting (or the suggestion that the mother 
withdraws very quickly after a feed, which 
psychologically amounts to the same thing), 
the reality would mean in fact very little; the 
child would feel the external breastto be useless 
and the introject to be damaged—rage could 
obliterate what distinction was left. If a real 
thing ceases to be part of his world and he is 
ina state of anger, there is no great jump to the 
sense that feelings (and later thoughts) are 
omnipotent. 

The present hypothesis locates the origins 
of obsessional disorder not only in the anal 
phase but also in a split between maternal 
food and comforting. No doubt it is open to 
the child to try to form a hallucinatory good 
breast that is both. But the point is that the 
capacity to do this, the capacity to create or to 
repair damage, is strained to the utmost by 
receiving no help in the form of comforting. 


XXI. TESTABLE CONSEQUENCES 


It would be possible to examine compulsions 
clinically (on the assumption that they embody 
the compulsion to Tepeat) to find out specifi- 
cally: 


(p) whether they contain an attempt not to 
eat; 
(q) whether they contain a wish to destroy 
by biting and a fear of being destroyed by 
biting; 
(r) whether in the transference involved by 
compulsions there occurred anoscillation from 
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relative detachment to increased projective 
identification or at least to a projection of an 
oral-sadistic impulse; 
(s) whether there is a history of hunger 
alleviated without comforting; - 
(£) whether rage in the transference ee 
to a sudden access of projective identifies 
(u) whether failure of reparation in cO 
nexion with the breast is striking; ais 
(v) whether interpretations in these Wer 
could resolve hitherto intractable compulsions: 


XXII. SUMMARY 


"s 
Ina previous paper I sought to construct Freud 
diagnostic theory of obsessional neurosis: P ione 
logy, sublimation, repugnment* and rm pile 
formation, etc., were represented as sy theory 
from anal fixation. For this an explanatory t 
is required. rks 
Freud’s varied though unelaborated bs 
upon the anal phase and fixation are revie abou 
is clear that, despite several comments eking 
environmental factors, he was basically d 
an internal mechanism. His chief idea in s ri. 
have been that erotism of the anal zone a satis 
to frustration, either because inadequate ds o 
faction is available for moderate deman stra- 
because the demands are inordinate; the fru jth 
tion thus becomes intolerable and is oor aon is 
by ‘organic repression’; hence anal d l 
consciously given up but unconsciously Ls in the 
These conjectures of Freud's may bw to 
right direction, but they are too sketchy way of 
expected to be adequate: they provide v ogic? 
discriminating between normal and pat becom 
repression; of showing why some m. do 5? 
pathologically fixated and other do not bout ub 
in small degree); and the conjecture a o 
pression is almost a restatement of the P. 
rather than an explanation. Y. ollowS* 
An attempt is made to form a theory T d, oY 
the child can come to regard faeces as ba! ardin£ 
ifhe has already some internal reason for e in the 
them as bad. Such a reason may be soob reast 
idea that he takes in good food or a goo' 4 This 
which he destroys and turns into weet atio? 
would explain the repudiation of faeces. de they 
—clinging at the same time to the idea t tto 
are good—is then explained as an attemp 


p 
* Explained ina previous paper (Wisdom, 1964 
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d EN of destruction towards the food, 
No. or mother's body. 
E reassurance would come from the 
Failure he that the actual mother remains intact. 
Cui ere would mean a sense of omnipotent 
Snn ion. This idea presupposes that the sense 
angry cre" destructiveness stems not only from 
iting efecation but also from hungry sucking or 
in 2 uan ofanalerotism would thus originate 
Sucking nial of splinter damage and of angry 
m D classical theory, there is supposed to be 
Degativ cess: from positive valuation of faeces to 
UR bud ~ there are supposed to be two: ae 
goodness. so from negative valuation to proteste 
Tt thus becomes possible to explain ambivalence 
Omosexuality and why homosexuality should 
Passive in obsessional neurosis, and also why 
ma ality is less likely in women than men. d 
Us róle of the father is specially considered. 
im 1S suggested as being to enable the child, by 
age a sense of goodness and strength, to 
"ize that it has not destroyed the mother. This 


ĉa leads to a way of discriminating Bai 
f obsessional. 
obsession 


ob 


sa Pothesis of projective ident 
Jected to special stress if rag 
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The final question of the oral precursor is taken 
to bean environmental one: the fixation depending 


on parental comforting after a feed. 
Several testable consequences are enumerated. 


BIBLIOGRAPHICAL NOTE 


The difficulties I have experienced with the 
bibliography are similar to those encountered over 
a former paper (Wisdom, 1961), where I referred 
to them. Here, again, it was most difficult to trace 
sources in Freud. It is worth mentioning, however, 
that a serious student of Freud, who approached 
the matter without the benefit of expert teaching, 
could well confuse Freud's basic views and the 
ideas he threw out to do with other connexions 
that are important though not basic. With some 
references, à reader with a general knowledge of 
the subject only might not be able to recognize the 
ideas that are in fact referred to. In other words, 
the sources do not always justify in explicit state- 
ments what I ascribe to them; it is a matter of 
judgement, and therefore they must be open to 
challenge. I have taken considerable care over 
them and believe them to be accurate, but, because 
of the element of judgement that comes in, I have 
been specially careful to givenot merely areference 
to a paper but to the page. It is not only that a 
reader can quite generally have difficulty in finding 
a reference when the page is not mentioned, so 
that page references should in fact always be given 
even when ideas are clear-cut, but in the present 
instance it is necessary to show him just what has 


been the subject of judgement. 


‘Unger, 5 
" at 1S 3 
Ae problem of the compun oa Pie t io T should like to take the opportunity of men- 
han din terms of repetition o yu ting on the tioning the inestimable value of the Standard 
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theories of pain 


By F. G. SPEAR* 


pes ea of the literature related to pain in 
— ric patients (Spear, 1964) suggests that 
theories at present three main psychological 
type. O put forward to explain pain of this 
Som; : k of them (Szasz, 1957) is sufficiently 
Sina ehensive to account for and differentiate 
t E neurotic and non neurotic pain. These 
ies are: 
a 2 That pain is a consequence 
arte a substitute following re 
anex ity (Eisenbud, 1937; Weiss, 
1951 pression of guilt for overt host 
> 1956). 
^ That pain arises in patient 
w onality type, called ‘pain- 
— Paint of pain as a means o. 
19 on and of emotional expression 
58, 1959), 

(3) That pain arises as 
Teat to the integrity of 


9dy is n object 
regarded as à be apparent to an 


of hostility, 
pression of 
1947) or as 
ility (Engel. 


a consequence ofa 
dy. Here the 


thes 
elf. The threat may not 0° 
Outside observer and the pain will then be 
classed as psychogenic” (Sze? 22 rtain 
d Each of these theories gives rise to eran 
eductions which can be tested. r P sum 
Paper reports an attempt 1 ox heories b 
conclusions drawn f ig tion using 2 
Means of a comparative ! tiga 
Questionnaire. 
wee? pendix 
the AP 
The questionnaire ien “chiatric atients 
Was administered t° © roan age 42.5 oars: 
(18 male and 32 fe 6 * ears) who co plained 
ic cause CO d be 


Standard deviation 
of pain for whic? t 1 
found and to 50 patients 

* Consultant 4 
Hospital, Sheffield 
23 


mean age 39:6 years, standard deviation 13:4 
years) who denied that they experienced pain 
as a symptom of their present illness. 

This questionnaire is based on the Tavistock 
Self Assessment Inventory (Sandler, 1954) 
which contains 850 statements which must be 
answered as true or false. 185 statements were 
selected which it was hoped would elicit differ- 
ences between the groups in relation to overt 
or covert feelings of guilt and hostility and the 

revalence of other physical symptoms. The 
statements were typed on cards and admini- 
stered as a sorting test. Patients were instructed 
to sort the cards as ‘true’ or ‘false’ according 
to how they felt at the time of the test. They 
were told that the test was meant to examine 
some aspects of their feelings and that they 
must force a decision on all the statements. 
Undue hesitation over this decision was dis- 
couraged and it was suggested that the 
examiner was concerned mainly with the 
overall impression rather than the results on 
individual statements. The differences between 
the groups Were examined using a series of 
X? tests. 

Although some ofthe theoretical predictions 
would have permitted the use of one-tailed 
tests this is not universally true. For instance it 
may be argued that covertly hostile patients 
may answer à question in such a way as to 
deny their hostility. Two-tailed tests were 


therefore used throughout. 


RESULTS 
The responses in the two groups were sig- 
nificantly different in 23 of the 185 statements 
At the 0-05 level of significance the followin ; 
statements were selected as true more ne 
by the group of patients complaining of pain: 
I sometimes get a feeling of pressure on 
Med. Psych, 39 
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top of my head or at the back of my neck’ 
(x? = 440). 

‘I do not think I am strong enough to play 
any athletic games’ (y? = 3-86). 7 

“I find I have to take many patent medicines 
or tonics’ (y? = 4-68). 

"I sometimes find myself worrying about the 
possibility of getting or having some terrible 
disease’ (x? = 4-52). 

‘I usually find it difficult to get to sleep’ 
(x? = 4:04). 

‘I sometimes have unusual bowel move- 
ments’ (x? = 3-86). 

‘At times I get short of breath without 
having exerted myself’ (y? = 4-01). 

“I suffer from more aches and pains than 
most people’ (x? = 6-03). 

The following statements were selected as 
false at this level: 

‘I do not suffer from indigestion’ (y? = 
4.01) and 

‘I do not suffer much from headaches’ 
(x? = 6:33). 

Similarly, at the 0-01 level of significance— 
patients with pain agreed 

‘I have a feeling that I am physically handi- 
capped in some way’ (y? = 7-56). 

“Some part of my body hurts very easily' 
Q? = 7:31). 

‘I frequently have pain over the heart’ 
(x? = 7:05). 

“I sometimes suffer from headache’ (y? = 
8-10). 

“I suffer a great deal from stomach trouble’ 
(x? = 8:13). 

‘I think that the inside of my body must be 
in a bad condition’ (x? = 7:09). 

‘If any part of my body is painful I tend to 
keep on touching or moving it to see if the 
pain is any less’ (x? = 9-06). 

‘I have Strong likes and dislikes in food 
matters’ (x? = 7-86). 


The statement: 


‘I feel I am generally physically fit and in 
good bodily health? was selected as false at 
the 0-01 level (y2 = 7-53). 


At the 0-001 level of significance the group 


F. G. SPEAR 


complaining of pain selected three statements 
as true. M. 

‘Iam often troubled by my head throbbing 
(x? = 11:86). 4 

"I think there is something the matter le 
me which the doctors have failed to discove 
(x? = 1227). 

‘I sometimes have pains which ge 
one part of my body to another’ (x? = 1 dii 

One statement was selected as false at 
level 

; E. 

‘I think I am in as good bodily health 
most people I know’ (x? = 12:54). 4 

In all cases x? is two-tailed, correct | 
continuity and based on one degree of free! 


for 


DISCUSSION 


e 
Many of these statements are, as liec. 
expected, directly related to the pain uy 
ence. Of those which are not, the majort) 
related to anxieties over physical health e 
bodily functions. None of the statem V 
related to overt or covert hostility and 8 
was related significantly to either group- 
Two statements ‘I usually find it PNE 
get to sleep’, significant at the 0:05 leve 


ult to 
,an 


‘tikes in foo 
‘I have strong likes and dislikes xi seem 
matters’, significant at the 0-01 leve elated 


anomalous. The latter could possibly ds dily 
to the group of responses related et tests 
anxiety. It must be noted that when investi- 
of significance are carried out in an s six OF 
gation of this nature we should expec is 
seven situations to arise on a pun 05 
where differences are demonstrable v : 
level of significance and of these esr These 
will be significant at the 0-01 : level. where" 
findings may be occurrences of this type onses 
as the consistent nature of the other r Pen as 
suggests that it is reasonable to accept t roups- 
being due to a difference between the s these 
We may then say in addition to ge uo theif 
patients tend to be concerned abou 
physical health and bodily functions. ith of 

It is widely believed that hostility, W ctor 
without associated guilt is an important ii 
in the genesis of pain in psychiatric pat! 


Examination of psychological theories of pain 


If this belief is to be substantiated in its general 
form it should be possible to demonstrate a 
relationship between overt hostility, or be- 
haviour suggesting hostile or aggressive atti- 
tudes, or depression and guilt, with pain. 
Similarly, predictions about the results of this 
Study can be made from Engel’s and Szasz’s 
theories. In this investigation there are forty- 
One statements which, on the theory of the 
importance of hostility and guilt, might have 
been expected to show a difference between 
the groups. These statements are annotated H 
In the appendix. None of them show à signifi- 
cant difference between the groups. 

Similarly there are eight statements, anno- 
tated E, which Engel’s (1958, 1959) theory 
Would predict as showing differences. Only 
One of these, ‘I suffer from more aches and 
Pains than most people’ does so. The question- 
naire contains thirty-four statements relevant 
to Szasz’s theory, annotated S, and of these 
ten show a difference between the pain and no 
Pain groups which is in the predicted direction. 
Clearly therefore the evidence tends to support 
Szasz theory as opposed inti other PS ^ 

It is necessary to point out that this evides 


is related to the problem of the nube E 
ii chiatric . 
E n. theory of pa si P idence of the 


The vast body of clinical 
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association of pain with emotional states such 
as hostility and guilt is not denied by these 
findings, but it is suggested that there is an 
additional factor which causes certain patients 
to experience pain as a result of these emotions. 
This factor is, in Szasz's terms, the tendency 
to relate these feelings to threats to the body. 


SUMMARY 


A questionnaire derived from the Tavistock 
Self Assessment Inventory was administered to 
fifty psychiatric patients who complained of pain 
and fifty who denied that they experienced pain 
as a symptom of their illness. 

The replies were compared by a series of x? 
tests and the results were considered to support 
Szasz's theory that pain occurs as a response to 
a threat, realistic or not, to the body considered 


as an object of the ego. 
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- I sometimes get a feeling of pressure on to 
- I often feel that I am an unworthy person 
. I am afraid of death 


- Sometimes I get guilty feelin 
. I think that frequent sexual relations are harmful 
- It is usually difficult for me to admit tha 
- I often have the fear that others might t 
. I often have to check up to see whether 
- I find I have to take many patent medici 
- I believe it is weak to be too kind to people 
- I have a feeling that I am physically ha: 
. I sometimes feel resentful when people 
- I find that I cough quite a lot 

. I tend to be rather an impatient person 
- I never lose my temper 

- I often injure myself accidentally 
. I feel anxious or worried about s 
- I strongly dislike it when m 
- I feel a strong dislike for in 
- I sometimes have queer feelin 
- Some part of my body hurts very easily 
- lfind it difficult to concentrate 

- I sometimes feel like vomitin 
- People often seem to try to pick quarrels with me 
- I sometimes have the fear t 
. I always try to avoid sayin 
- lenjoy teasing people 

- I feel ashamed of my body 
- I think I eat too much 

- T think m 
- I feel an 


- I sometimes feel myself irritable or a 
- I often feel my heart flutterin 
- I frequently have pains near the heart 
- Quite often I have diffi 
- I get mentally exhausted very easily 
- I suffer a lot from wi 
- I feel that sex is ugly 
- I would say 
- Isometim 
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APPENDIX 


p of my head or at the back of my neck 


Iam worried about the condition of my bowels 


. I think that I am under sexed 
- I do not think I am strong enough to play any athletic games 


I sometimes feel that others talk about me behind my back 


gs without exactly knowing why 


t I have been in the wrong 

hink me unintelligent 4 

I have closed a door or switched off a light 
nes or tonics 


ndicapped in some way 
e 
who are not as able as I am do better than m 


omething nearly all the time 


y time is taken up by people in whom I am not interested 
quisitive people 


gs in some part of my body 


g when I get excited or nervous 


hat I will be discovered doing something wrong 
§ something that might hurt anyone's feelings 


y body may be poisoned if I do not have regular bowel movements 
gry when others get more attention than I do 


Bgressive without any real cause " myself 
£ or thumping even when I have not been exerting 


culty in swallowing 
nd or gas in my stomach 


that I was a very gentle sort of person 


" " rible 
es find myself worrying about the possibility of getting or having some ter! 
disease 


- I feel weak or tired most of the time 
- I think I can stan 


- I sometimes fee] ‘dead’ inside 


- Lam troubled by bad and dirty thoughts 
- lam keener than 


d as much pain as other people 


most people on fresh air 


m 


V XVm V xn. SAN xn NA N wtitinl \ munni ll etl otto ton | Ae Wee cad cals 
u 


. lam i i 
sometimes frightened that my emo 


PIE i : 
often experience strong pangs © 


It irritates me when other peopl 
. I think ‘true love’ only exists in 
- I sometimes worry that 
- I usually find i 


. I sometimes have unus 
. I feel I am a coward 


. I have no hesitati 
. 1 don't like old people 
sensitive than average 


. I think children uld n 
. I think it wou be nice if people 


. I greatly 2 T 

. Iam subjec attacks ©} 

. Ido not su c c 
od sometimes goes 


Examinat. on p p 
l 0 M chologica. theories o; ain 
of y ò l f 


I am inclined to very g oes wrong is my Own ta 
li i 
to feel that e erything that gi rong i y fault 


- I feel th: 
that I am an over conscientious person 


I am easily di 
easily discouraged when things go wrong 


- I would be 
be upset at the prospect of having an injection 


I think I do not eat enough 
tions will get out of control 


I 

: dels let myself go when I am angry 

I a e if people offer me advice about my work 

ied eing on my own to having the company of others 
ten troubled by my head throbbing 


' M e us my muscles ever gets paralysed 

dee that the inside of the body is dirty 

E a ieve that most people are pretty dull 
o not suffer from indigestion 


I r 
sometimes feel that others hate me 
f conscience 


I thi 
think that my sexual feelings may be too strong 


. I have some habits I feel are dirty 


if they really knew me 
too polite to those in au! 
e contradict me 


books and films 
o some part of my body 


People would despise me 
do not believe in being 


thority 
something may happen t 
t difficult to get to sleep 


My eyes get tired very easily 
ual bowel movements 


g accidentally hurt 
ing or jerky movement of some part of my body 
hardship and very little else besides 


1 usually feel that 
on in asking people 


more 


. My skin seems to be i 
work through sickness 


I am often away from 
I use laxatives qui 


te frequently 
sho allowed to answer their parents back 


not be 
could live without having to go to the lavat 
OEY, 


On the whole elf as ‘grown up’ 


. I do things W i 
ore nervous than the average 


I feel that Jamm 
ire strong and powerful men 
f shaking Or trembling 


uch from headaches 
dead’ 


rt of n - 
E : abies OF children as à rule 


t to 


"c like 
s To not ike being left out of things 
n frequently uffer from 
DM feelings are easily hurt 
É 4 interested in sex 


loose bowels (diarrhoea) 


yam not ‘ 
ith the statement ‘spare the rod and spoil the child’ 


x Ta ree wl 
er EI^. nes part of my body seems strange and foreign to me 
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102. 
103. 
104. 
105. 
106. 
107. 
108. 
109. 
110. 
111. 
112. 
113. 
114. 
115. 
116. 
117. 
118. 
119. 
120. 


121. 


122. 
123. 
124. 
125. 
126. 
127. 
128. 
129. 
130. 
131. 
132. 
133. 
134. 


135. 
136. 


137. 
138. 
139. 
140. 
141. 


142. 


143. 


144. 
145. 
146. 
147. 
148. 
149, 
150. 
151. 
152. 
153. 
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I find it difficult to live up to my own standards 
The sight of blood upsets me 

Some part of my body is affected by paralysis 

I sometimes seem to lose all sensation in my body 


I think there is something the matter with me which doctors have failed to discover 


I believe a comfortable life weakens people in some ways 
I dislike dictatorial or bossy people 

I sometimes suffer from backache 

I never worry about the future 


I think I am in as good bodily health as most of the people I know 
The sight of anyone in pain upsets me very much 

I sometimes have attacks of dizziness 

At times I get short of breath without having exerted myself 

I feel as if I have a lump in my throat most of the time 

Iam easily hurt by people I love 

I tend to worry about my state of health 

I seem to need more sleep than most people 

My eyes seem to be particularly sensitive to bright light 

I suffer a great deal from stomach trouble 

I feel frustrated because I can't make my life what I want it to be 

I usually feel nervous when speaking to someone in authority 

I hate dirt or dirty things 
I think suffering strengthens the character 


I usually feel uncomfortable when with a crowd of 


people I do not know 
On the whole I regard myself as a very intelligent person 
I feel I am a bad person 


I am generally physically fit and in good bodily health 

I have the feeling that people laugh at me behind my back 

I do not care at all what others think of me 

Ithink that a large part of my personal difficulties are due to sexual problems 
I sometimes worry that I may want to pass water at an inconvenient time 

I feel corporal punishment should be used more as a form of discipline 

Some of my acquaintances consider me aggressive 

I get very annoyed at untidy or inefficient work 

Iam apt to express my irritation rather than to restrain it 

I never feel cross or annoyed 

I react very nervously to loud noises 

I often feel pain when passing a bowel motion 

I often feel that the whole world is against me 

I spend a lot of time thinking about sexual matters 

I feel that I lack will power 

I sometimes feel that m 
I have many friends 

I am seldom or never constipated 

I have rather a good head for business 

I always seem to be having bad luck 

1 dislike people who pretend to be ill 

When I am angry I become very silent 

I sometimes feel that I Bive off a bad smell 

I usually haven't the strength to stand up for my rights 
Others have little or no idea how much I suffer 3 

T usually tell my friends about my difficulties and misfortunes 


y conscience is not as strong as it ought to be 


Ny AAS AE AN VON Se et bel lV mmm | Lm) | imme | 


- I frequently have 'sto 
- Lenjoy day dreaming 
- I often ask myself `H 
. I feel ashamed of my sexual org 

. I have strong likes a n food matters 
- I sometimes find mys H T 
- I occasionally feel discomfort while pass! E 
- I sometimes have 
. I feel that some par 
. I tend to suffer from 
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My mouth has a tendency to go dry when I am talking 

I feel that I don't live up to the standards of my own conscience 

: 2 take part in any athletic games 

ink that the inside of my body must be in a bad condition 

I get on well with others at work 

If I happen to lose my temper I am usually very sorry afterwards 

I have difficulty in controlling my sexual impulses 

I think I can stand more pain than most people 

I am nervous about performing in front of people 

I think I am apt to complain about my suffering and hardships 

My vision is sometimes blurred 

It takes a great deal to make me angry 

People often expect too much from me 

When I pass a mirror I usually look at myself in it 

If any part of my body is painful I tend to keep on to 
pain is any less " ; 

I sometimes find myself pretending to be ill to get out of doing something 

Iam thrifty and careful about money di 

I sometimes have pains which move from one part of my body to another 

I spend very little time worrying about matters of love and sex 

I suffer from more aches and pains than most people 


I tire very easily 
mach ache" 


ave I done right’ 
nd dislikes i 


pain or 
attacks 


r a sick feeling 
oo small or of the wrong shape 


uching Or moving it to see if the 
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Silence in psychiatric interviews 


By F. J. JARRETT* 


_ The literature on silence in psychotherapy 
'S somewhat diverse, and is confined almost 
entirely to its theoretical aspects. The following 
Study presents a review of the subject, and 
Considers some problems of management of 
Silence in interview situations, with some sug- 
8estions for further investigations. 

For the purpose of this paper, silence has 
been defined in the following terms: ‘A period 
of time during a formal consultation between 
a therapist and a patient (or patients) when 
verbal communication ceases.’ 

Implicit in this definition is the fact that 

Oth parties participate in the silence. It is 
Convenient to consider their roles separately. 


PATIENT 
Reasons for silence in initial interviews are 
embarrass- 


Numerous, for example suspicion, P 
ment, hostility, etc. Some patients ipd = 
culty in transforming experiences and m 
into speech (Lowenstein, 1956). There pem m 
Certain syndromes in which pisci n 
Prominent, e.g. depression, Rp Dem in 
characteristically the obsessions xal-retentive 
which it signifies a parsimonio™ ds' (Ferenczi, 
attitude—the * witholding of words 


19] pee | ga 
verd RT committing the Rd 
to externalization of thou oust 
eak is to € 
Le eee denied is often rs 
Telaris caw s the therapist (Zeligs. : 
Transference f 
i in transference is We 
m stake the form of Transference 
known, an (arlow jn Greenacre, 1956), or 
Repetition 
* Leverhulme Fellow in 
versity of Aberdeen: 


Psychotherapy, Uni- 


resistance against verbalizing transference 
material (Freud, 1912). It is also used by the 
patient to produce countertransference, and 
to induce the therapist to share phantasy and 


acting out. 


Interpretation 


Silence following interpretation is common. 
It may simply mean that the patient is thinking 
about the content of the interpretation. 
Incorrect Or ill-timed interpretations are 
probably more likely to cause silence, in which 
case they are construed by the patient as 
hostility on the part ofthe therapist (Greenson, 


1961). 
THERAPIST 


For silence to occur the therapist must also 
participate. A therapist, like his patient, has 
certain expectations of psychotherapy, and 
one of these is that he should listen and the 
patient should talk (Zeligs, 1961). 

When for some reason this does not occur 
the therapist may be comfortable or uncom- 
fortable. In the latter case the discomfort is 
transmitted to the patient (Nacht, 1963) who 
may react to it in a variety of ways. 


Countertransference 


A therapist’s own silence can be a mani- 
festation of countertransference. If he finds it 
gratifying or if it is inappropriate he should be 
aware of the possibility of a countertrans- 
ference situation existing. Glover (1955) de 
scribed the ‘pugilistic encounter’ in which the 
patient and therapist are in competition t 3 
who is going to speak first. Cx 

The way the patient see ist? 
silence depends on the fe meo 


therapy is passing and the i 
about the therapist. BPO fidit 
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SILENCES IN THERAPY 


Silences in psycotherapy are inevitable. Can 
they be useful, or is it necessary to try to 
prevent them? 


Therapeutic uses 


Nacht considers that a sympathetic accep- 
tance of the patient's right to be silent— 
"Authentic Benevolence'—is a useful attitude 
to adopt. 

It may be prudent to allow a silence to 
occur, particularly following a slip or mistake 
by the patient, although the temptation to 
confront or interpret under these circum- 
stances is very real (Ragowski, 1958). 

Patients can be allowed to be Silent after an 
interpretation has been made, and in fact it 
may well be that silence following an inter- 
pretation is vital and perhaps an integral part 
of it. 

This tentative opinion is based on some 
preliminary observations mentioned below, 

Silence is known to precipitate the patient 
into deeper layers of transference (Whitaker & 
Malone, 1953), and certainly stimulates phan- 
tasy and regression. 

There are, however, situations in which 
Silence may be of little therapeutic use, and 
indeed may be traumatic. For instance, de- 
pressed patients regard the therapist's silence 
as confirmatory evidence in Support of their 
delusions of unworthiness (1965, personal 
communication, Maclean). Patients under- 
Boing the * Negative Therapeutic Reaction’ 
have to be managed carefully, and silences 


may reverse the therapeutic process (Miller, 
1963). 


TECHNICAL MANAGEMENT 
The practical measures taken when silence 


of practical measures 

eal with silences, It is 
made on individual 

psychotherapy and group therapy. 
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(1) Non-interruption , 
No intervention is made by the. reae 
who waits for the patient to continue. € 
technique is obviously more suited to Pn 
therapy than initial interviews, but even 
it may be indicated. been 
For it to be used, the patient must ps ist 
acquainted with the fact that the e 
expects him to speak about himself ex pe 
thoughts. On his part, the therapist "athetic 
confident that he can be calm and a or 
during the silence, because if disapprov xo 
hostility are transmitted, the therapeutic P 
cess ceases. ch 
At certain stages in psychotherapy aij 
silences may last whole sessions, or even t has 
Over from one session to the next. The fac ust 
often to be faced, however, that this stage ™ 


: short 
be worked through, and that there is no 
cut, 


(2) The direct question ‘ed 
The use of a direct question is the or 
method of conducting a doctor-patien does 
view, and the patient in these € en 
Dot usually speak until questioned crat in 
This technique tends to be used more a 
the early stages of therapy. It can be verapist 
show an embarrassed patient that the e she 
is interested in what is being said, and th king 
isin order to continue, and will not bs wr 
the therapist. A question such as A ette 
happened next?* gives the patient con i 


jn 
i ar, 
and reassurance—sometimes necessary 
early stages, 
isi; ject 
(3) Raising a new subj. " 


In other instances it may be a Mtl 
manoeuvre to raise a new subject altopi s 
After allowing the patient time to con ae 
further silence may be inappropriate or co o 
indicated (see above), and the therapist ae 
wish to direct attention to some PH b 
portant subject. This is a useful exa 
when a delicate approach is necessary, ic 
instance in the Negative  Therapeuti 
Reaction. 


Ka AL 


Silence in psychiatric interviews 


(4) Reference to silence 


p me to the actual silence is often 

sip This can be in the form of an 

A PAN = ora question, the actual inter- 

ing exa epending on the context. The follow- 

which mples will suggest the possible wording 
might be used: 


oed of us is speaking because...” 

pA happened to stop you talking?" 
hat does this silence mean?’ 

Or even 

What are you thinking?’ 


I s; n F 
n some anxious patients when silences are 


pn a number of alternative interpretations 
ord be offered, and this allows the patient 

Choose one which is most appropriate 
Maclean, 1965). It will be revealing to note 


whi 
hich one he chooses. 


(5) Transference interpretation 
An extension of the previous technique in- 
Volves referring to the transference situation. 
here there is a silence in established pe 

a 


therapy, it is reasonable to assume t 
Occurs as ransference 


art of the pê : 
feelings abd the therapist. This can er 


in managing the silence Y : 
3 i tis 

Words me bein used, the rationale is that} 
8 patient that his 


The application 


being pointed out to 
o established 


thoughts are of the the 
of this method is CO". 

Psychotherapy: and it dn transference. It 
therapist to be sure about nt whether or not 


import 8 
does not seem to ho thinking of the 


the patient was © ; ilence. 
heaped at the moment jn the S! 


rapist. 


(9 pidatic approach 
ists adopt 2 didactic ST ea 
Some theraP to show the patient vun is 
and use silent erapy: A previously talkative 
occurring ! t it pointed out to him that by 
n wing unconscious Te- 


i a 
patient m as sho 1 
being sile”! nging out certain thoughts and 
sistance to a nate: 


emotions o 
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(7) Interpretation of non-verbal 
communications 


It has already been pointed out that patients 
communicate during silence by actions, facial 
expressions, attitudes of sitting, etc., and these 
are often unconscious Ways of communicating 
— kinesias. Interpretations based on obser- 
vations made concerning these are often suc- 


cessful. 


Examples out of context would mean very 


little, but appropriate comments on a patient 
looking at his watch, or biting his nails, or 
kicking a chair leg might bring home to him 
the reality of his feelings. 


PILOT OBSERVATIONS 


Much of what has been described in this 
study has been based on experience with 
patients in individual psychotherapy. 

Recorded observations have also been made 
over a period of 7 months on two therapeutic 
groups managed by experienced psycho- 
therapists. The patients in these groups were 
all women, and could all be classified as 
neurotic. The numbers in the group (including 
two therapists in each group) were ten and 
seven respectively. 

Certain patterns emerged, and the following 
isa preliminary communication on these ob- 
servations. A more exhaustive study is con- 
templated, based on the general pointers. 

The patients and therapists knew that they 
were being observed through a one-way screen 
by a number of trainee psychotherapists, social 
workers, and in the case of one of the groups 
medical students. None of the therapists knew 
that observations on any aspect of therapy 
were being made. 

For the purpose of the investigation, silence 
was deemed to have occurred when 10 secondi 
had elapsed without a verbal communicati à 
This was found to be a convenient time d 
val, although in a recent report (Whi D 
tenbaum & Doll ils 

ard, 1964) 5-second phas 
bi dg when recording silences poen 
psychiatric interviews. This period would have 
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been too short when considering silences in 
groups. 

Apart from the fact that only pauses of 
10 seconds or more were recorded, the only 
other data collected was a note of who spoke 
before a silence, and who broke the silence. 
The actual length ofa silence was not recorded. 


Classification 


Silences can be orientated in one of four 
different ways: 

(i) A silence following a verbal communi- 
cation by a therapist broken: (a) by a patient 
(Th-Pt); (b) by a therapist (Th-Th). 

(ii) Silence following a verbal communi- 
cation by a patient broken: (a) by a therapist 
(Pt- Th); (b) by a patient (Pt-Pt), (or the same 
patient). 

Further subdivision may be made by 
enumerating the patients in a group and 
marking their participation in the silences 
accordingly. Both groups observed had two 
therapists, and they were given appropriate 
numbers when their contributions were 
recorded. 


Preliminary findings 


The following general trends emerged: 

(1) Certain patients figure in the recordings 
more than others. This is not merely a function 
of the extent of their talkativeness, and bears 
little relationship to it. 

(2) There are some patients, not less talka- 
tive than the others, who seldom, if ever, 
feature in the recordings. One patient had 
never featured in the observations over a 
period of 7 months during which time the 
group met at weekly intervals. 

(3) Some patients were found to speak more 
often at one end of a silence, others pre- 
dominately at the other end. In a few patients 
this difference was quite marked. The majority 
of patients, however, had recordings which 
showed they spoke last before a silence about 

as often as they broke one. 

It would seem that there are certain patients 
whose speech leads the others to be silent 


(‘silence makers’) and there are others who 
either take it on themselves to break silences» 
or have this role thrust upon them by the rest 
of the group (‘silence breakers’). 

(4) The two groups observed reflect the | 
slightly different policies of the therapists 1n 
their approach to silences. One group had a 
very much higher proportion of Th-Pt silences 
than the other, which had a high proportion ? 
Pt-Th silences. 

One explanation of this finding is that one o 
the groups was relatively more established, a" : 
in this group the orientation was Th-Pt. ete 
already been pointed out that silences ten » 
follow interpretations, which are of yag 
more likely to be made in groups which c 
tolerate them. T 

On the other hand, in newer groups, Lou 
are less sophisticated, and ask questions, a : 
when these are not answered, silence poet 
These silences are most often broken by re | 
therapist. It may be that in this case ate 
therapist is acting as a tension reducer, pe 
he tends to relinquish to one or more pe 
as therapy progresses, hence accounting old 
the difference in orientation between an 
and a young group. 

(5) inerte c of the 7 months A: 
vation, the orientation of the newer group 
tend to alter towards more Th-Pt silences» 
this was not a dramatic change. " 

(6) No record of the number of n 
present at each meeting was made, bo ats 
impression gained was that the more pa mdi 
there were present, the more silences eom in 

(7) It is known that certain patien ist, 
groups identify themselves, with the ther s t 
whilst others may become rival Mi 
One patient in particular was observed the 
a ‘silence maker’. She had undergon? ing 
somewhat unfortunate experience of be on 
shown in error into the observation room á 
her first attendance. This incident osami 
some minutes after the group had started 4 gs 
she sat for a time watching the proceedin 
before it was realized she was a patient. , 

The opinion of both therapists and f P 
observers was later given (after a perio 


f 
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Eon ir patient had become à 
ent eTe hin the group and seemed to be 
other pati ore with the therapists than the 
Thi ients. 
Th-Pt — in the group which had more 
consid ences; i.e. the therapists could be 
idered ‘silence makers’. 
Pul The fact that patients often break 
- es because they feel sorry for a therapist 
ell known. 
wi patient who was the predominant 
Youn ce breaker’ in one of the groups was the 
iur a and most attractive. She was the 
EAM first-name terms with one of the 
le pists. At one stage in therapy she stated 
‘sile she felt ‘motherly’ towards him. Her 
is nce breaking’ activity could well be con- 
ucted as a transference phenomenon 
(9) It is possible to detect differences in a 
p from session to session as regards her 
mmunication in relation to silences. 
Certain patients featured in recordings often 
during some sessions, seldom during others. In 
Some they were ‘silence breakers’, in others, 
"makers" (this is in patie 
Into neither category): 
Speculate on what happens to Aon 
Changes, and with more detailed objective 
measurements other variables might 
relevance, e.g. D 
paid to a patient bY ot 
Broup, or by the therapist, 4 
in silences? What change U 
a pati een absen d 2 
kienes s nas eaicted by silence orientation in 
the previous ses 


It is interesting tO 


sion? etc- 


CONCLUSIONS 


i isi ilot study for 5 
Since this is à. pile he pinos of silence in 


matic investigation o 
it wou 


on silence may 
ive more thorough 
ir dicated. Account will need 


js 1n s dus : 
f how much each individual in 


to be taken o 
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a group talks, and of how long each silence 


lasts. 


It is planned that a rating scale will be used 


for the purpose of assessing the effects of 
psychotherapy on individual patients, per- 
formed by an independent assessor. These will 
be compared with data obtained from obser- 
vations on silences, and the patients" part in 
these. 

A study of individu. 
also be undertaken, U: 
interviews, and applyin 


The work of Chapple is of interest in this 
connexion and observations made with the 
use of an interaction chronograph which he 
devised would undoubtedly be of value. 

Saslow, Matarazzo & Guze (1955) have 
done much valuable work with the chrono- 
graph in measuring various aspects of inter- 
viewer-interviewee interaction. 

This instrument would allow of more ac- 
curate assessment of units of silence, and a 
more objective measurement of interaction 
between patients and therapists during ses- 
sions. With such an instrument it might be 

ossible to take into account variables not 
considered as yet, including each patient's 
individual communications (verbal and non- 
verbal) in the group, against the background 


of total group contributions. 


al psychotherapy could 
sing tape recordings of 
g similar assessment. 


SUMMARY 


A review of the place of silence in psychotherapy 
is presented. Its effect on both patient and therapist 
is described, and some suggestions are made about 
the reasons for its occurrence, its uses, and its 
management. Some tentative findings based on 
observations of two groups through a one-way 
screen are noted, with some suggestions for further 


work. 
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